IN THE UNITED STATES DISTRICT COURT
FOR THE MIDDLE DISTRICT OF TENNESSEE
AT NASHVILLE

JOHN B. CARRILE G., JOSHUA M., MEAGAN A.)
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Pursuant to Paragraph 104 of the Consent Decree entered on March 11, 1998, the

state Defendants agreed to file a semi-annual report with this Court and plaintiffs' counsel




regarding their compliance with the terms of this order. Such reports are to be filed on July 31*

and January 31* of cach year. Said reports “shall contain information, validated by the

applicable audit and testing procedures outlined herein, which accurately and fully reflect the

status of the State's compliance with cach of the applicable requirements of this order..."

Attached to this notice is a copy of the Semi-Annual Progress Report for the period

ending January 31, 2000. This Report contains the following components:

8.

9.

. Overview of activities during report period

Attachment A: EPSDT Outreach and Informing Survey

Attachment B: Summary of Outreach for Each TennCare Plan and Spreadsheet of Activities
Attachment C: Hearing, Vision, Developmental and Behavioral Screening Guidelines
Attachment D: EPSDT Pilot Study: Le Bonhecur Children's Medical Center

Attachment E: Summary of MCO Case Management Activities

Atwclﬁncnl I: Revised ‘Rcmcdial Plan (Draft)

Attachment G: TennCare Standard Operating Procedure 036 Addenda 2 and 3

Attachment H: Progress Towards EPSDT Targets

10. Attachment I: Department of Children's Services EPSDT and Dental Screens Report

Pursuant to paragraph 104 of the Consent Decree, this semi-annual report is being provided to

plaintiffs' local counsel.
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OVERVIEW

Efforts to ensure compliance with the Early and Periodic, Screening, Diagnostic and Treatment
(EPSDT) Consent Decree as well as to increase public awareness of EPSDT benefits are
ongoing. The Bureau of TennCare and the Department of Children’s Services (DCS) are
committed to improving the delivery of EPSDT services to their consumers. An overview of the
State’s progress for the period of August 1, 1999, through January 31, 2000, is contained in this
Semi-annual progress report.

During the past six months several activities occurred that were not specifically required by the
EPSDT Consent Decree but which nevertheless will have an impact on the issues identified in
the decree. These activities include the following:

Grant for outreach activitics. The Robert Wood Johnson Foundation awarded a grant of
$991,648 to the Tennessee Health Care Campaign (THCC) to support activities especially
designed to increase enrollment of children in TennCare. Several urban and rural counties
serve as research sites for this project. A Statewide Advisory Committee has been created to
assist the Statewide Coordinator in this project. The TennCare for Children Statewide
Advisory Committee has met several times and they are focusing on increasing TennCare
enrollment of children, maintaining enrollment, and encouraging the use of TennCare
services, including EPSDT services. The Committee is utilizing the Social Marketing “Logic
Model" for outlining the steps to achieve their goals.

Early Child Health Qutreach (ECHOQO). The Tennessee Health Care Campaign (THCC)
has also received a grant from the Nathan Cummings Foundation to begin a new program
called Early Child Health Outreach. The ECHO program is focused on outreach and
education to parents of children birth to six whose children are insured though TennCare.
ECHO will educate parents about their children’s right to EPSDT benefits and about their
right to a medical appeal if these health screenings are denied by a managed care
organization (MCO) or behavioral health organization (BHO). The ECHO program
complements the TennCare for Children project, which focuses on reaching eligible,
uninsured children for enroliment in TennCare.

TennCare Shelter Enrollment Project. The National Health Care for the Homeless
Council administers the TennCare Shelter Enrollment Project. This program is currently the
only source of direct training and technical support available in the state to facilitate
TennCare enrollment of homeless children. Since 1998, the Project has provided TennCare
outreach enrollment training to more than one hundred emergency shelter staff in twenty-two
Tennessee counties, both rural and urban. In the last six months their statewide outreach
activities have included a focus on regional EPSDT education and training. The Project has
been successful in developing groundbreaking community-level collaborations among
stakeholders including: the Bureau of TennCare, homeless and domestic violence shelters,
MCOs, BHOs, local county health departments, TennCare transportation providers, the
Department of Human Services (DHS), and homeless families residing in emergency
shelters.




Education/Training. During the past six months several presentations on TennCare and
EPSDT have been conducted for various organizations such as the Tennessee Conference on
Social Welfare (TCSW), the Tennessee Early Intervention System (TEIS), the TennCare
Shelter Enrollment Project and for the Office of Minority Health.

EPSDT Task Force of Davidson County . The Davidson County EPSDT Task Force was
established last summer and is represented by members of the health care community
representing Davidson county including: BHOs, MCOs, advocacy organizations, the
Metropolitan Davidson County.Health Department and the Bureau of TennCare. The task
force has come together to network with related agencies and to draw upon the resources and
energy of stakeholder agencies to facilitate and strengthen efforts to build awareness about
EPSDT in Davidson County. It is hopeful that the success of this task force will encourage
other counties to develop a similar task force and replicate the efforts of this task force
statewide.

Interagency Agreements. TennCare has been working with the Departments of Education
(DOE), Mental Health and Retardation (DMHMR), Children's Services, and Human Services
DHS to develop a comprehensive interdepartmental agreement for children with disabilities.
This agreement incorporates definitions used by each department, services provided by each
department, and a description of special activitics to be conducted around early intervention.
A dispute resolution process is being finalized, after which time the agreement will be
complete. This agreement should be very helpful in resolving problems and making sure that
each department is aware of services offered by other departments and how to access these
services for children.

Major Accomplishments during the Period

Monitoring of outreach and informing activitics. (Paragraph 39) The Quality Oversight
Unit has completed a survey (See Attachment A) to determine the extent of MCO outreach
and informing activities. A check sheet that listed all the required components of an outreach
and informing program was sent to each MCO with a letter requesting that the check sheet be
completed and documentation to support the activitics submitted to the Bureau. The internal
tracking system for each MCO was also reviewed to determine if pending due dates and past
due dates for preventive services could be identified for each member.

A spreadsheet was developed that included each element of outreach and informing activities
to provide a comprehensive overview of each MCO program. In addition, the MCOs
submitted member newsletters, flyers, brochures, and literature from community events.
Summaries of each TennCare plan's EPSDT outreach and informing strategies and the
spreadsheet can be found in Attachment B.

The Unit is currently reviewing all documentation to determine that each plan has devoted
adequate resources to fulfill contractual requircments. Any MCO that is noted to have areas
that need further development will be required to bring that area into compliance.



2. EPSDT Guidelines Commiittee. (Paragraph 44) The EPSDT Screening guidelines
Committee completed vision and hearing screening, guidelines and behavioral and
developmental guidelines (See Attachment C) as required by the EPSD'T Consent Decree.
The guidelines have been widely distributed 10 MCO/BHO medical directors, EPSDT
coordinators, the Pediatric Society of Tennessee and to the Tennessee Nursing Association
(TNA). The guidelines have also been included in past EPSDT semi-annual progress reports
and in TennCare Standard Operating Procedures (TSOPs) both of which are distributed to the
MCOs/BHOs and their providers and other state agencies such as the Department of Health
(DOH), DHS, DCS, and DMHMR. A contract with Le Bonheur Children's Medical Center
in the amount of $22,008, was executed and finalized in order to field test the hearing, vision,
behavioral and developmental guidelines. The pilot study began mid-July and was
completed August 1999. The study was conducted in two local pediatric practices in Shelby
County, Tennessee, (o examine, in clinical practices, the subjective and objective
recommendations of the screening instruments proposed by the EPSDT Guidelines
Committee.

A total of 209 children were screened during the course of the pilot study. (Sce Attachment
D.) The clinical impression of the recommended screening instruments has been positive,
however, provider feedback suggested concerns about the financial impact of the
recommended changes, impact on access to care, training and education, and documentation.

Dr. Michael Myszka, Director of Psychology Services for the Bureau of TennCare, and
Joseph McLaughlin, Ph.D., Chair of the EPSDT Guidelines Commitiee, are currently
drafling an introduction to the recommended guidelines, which will define the purpose of the
Committee, technical criteria and research studies used in the selection of screening ,
instruments, the authority of the Consent Decree and address other areas of concemns that
were raised during the Committee meetings. Upon completion, the introduction will be
forwarded to the MCOs/BHOs for distribution to their providers. There are also plans to
distribute the letter of introduction and the recommended guidelines through other medical
and behavioral health, professional organizations.

3. Monitoring of MCO case management activitics. (Paragraph 70) MCO case
management programs are continually being developed. Eight MCOs have continuing case
management and orientation programs for their staff. Member education regarding case
management services is provided through newsletters and/or member handbooks at eight
MCOs. One MCO conducts a case management certification class for their staff. All MCOs
measure performance against predetermined benchmarks or are in the process of including
the measure in their program. Another MCO has a community resource manual that lists
self-help groups, mental health services, vision and hearing services, housing and day care
services. See Attachment E for a summary of case management activities for each MCO.

4. Submission of a remedial plan to address problems in delivering health care to children
in State custody. (Paragraph 92) The State continues to develop proposals and have
included the plaintiffs’ counsel in this process with the goal of reaching mutual agreement on




a remedial plan to be submitted for the Court's approval. Paul DeMuro, a consultant who
was agreed upon by both parties has facilitated the negotiation process and Health
Commissioner, Dr. I'redia Wadley, has taken on the task of spearheading the current plan.
(See Attachment 1)) The State anticipates submitting a finalized remedial plan to the Court
by mid-February 2000. The plan outlines the following activities

*  Development of a Best Practice Network (BPN) which refers to a group of providers
(primary care, behavioral health, and dental) to provide EPSDT screenings and
appropriate care for children in DCS custody.

* Development of Best Practice Guidelines.

= Establish Centers of Excellence (COL's) to develop care plans for the most complex
cases of children in custody, provide care to children with the most critical needs and to
provide consultation to local providers.

5. Services testing on a sample of plaintiff class members. (Paragraph 99) East Tennessce
State University (ETSU) was chosen to conduct an analysis of a random sample of the entire
TennCare population of children and adolescents to determine whether they have received
necessary diagnoses and medical/behavioral treatment in conformity with the requirements of
the Consent Decree. A draft of the study entitled "An Evaluation of Health Care Services in
the Pediatric TennCare Population” was submitted to the Bureau of TennCare January 2000,
and is currently being reviewed. This study includes an analysis of the information obtained
by telephone from family members and other individuals who may know the child, an over-
sampling and focus study of children with chronic illnesses requiring special medical
attention, as well as an analysis of information relating to the diagnosis and treatment
abstracted from medical records. The investigators rigorously studied the reliability of the
expert medical reviewers (all physicians) and found a high rate of inter-rater agreement
Some of the key findings include but are not limited to the following:

*  Appropriateness of diagnosis and treatment. The study included an extensive medical
record review to determine the appropriateness of services. The study reports that out of
the more than 3000 diagnostic and treatment services recorded in the medical records, the
reviewers judged 92% of recorded treatments to be appropriate while only three percent
were judged to be inappropriate. The other 5% could not be determined.

* Specialist referrals. Overall, in the review or medical records, 5.4% of the diagnostic
events led (o a specialist referral. Eighty-nine percent of the children's medical records
show no evidence of difficulty obtaining referrals to specialists and only 1% suggests a
problem.

e Parent’s satisfaction of health care services received by their children. Ninety percent
of the adult caretakers were satisfied with the services provided by their children’s PCP.
Eighty-four percent of the caretakers with children referred to a specialist were satisfied
with the care provided by specialists and 84% were satisfied with care received from their
local county health department.

e EPSDT services. The adult caretaker interview found that 87% of the caretakers did not
know the meaning of EPSDT, however 26% said that they were “somewhat familiar” with
their children’s TennCare plan’s benefits.




e Untreated health problems. Both the parent interviews and medical record reviews
found a very low rate (4%) of untreated health problems in the pediatric TennCare
population.

¢ TennCareservices. An examination of the details of the different components of
services received by the children from their PCPs and other health care providers suggests
that children covered by TennCare received good services. This is confirmed by
caregiver reports and medical record reviews.

6. _Policy clarification and interpretation. (Paragraph 100) TennCare Standard Operating
Procedure (TSOP) 036 Addendum 2, which addresses Coordination of EPSDT services was
published in August 1999. This TSOP included an attachment of the statewide list of
services for which EPSDT coordination is appropriate. TSOP 36 Addendum 3 clarifies the
EPSDT screening requirements and was published November 1999. (See Attachment G.)
The TSOPs provide policy clarification on the EPSDT mandate and outreach and informing
requirements.

. Review of Appeals. (Paragraph 101) The former Appeals Unit has been reorganized and
renamed the TennCare Solutions Unit. Due to the implementation of the revised Consent
Decree (Grier vs. Wadley) which governs TennCare appeals, the recent reorganization of the
Appeals unit and the recent move to a different location, the regular appeals report is
unavailable at this time due to technical difficulties with the data tracking system however,
the report is expected to be available shortly.

A number of systems and process changes are being implemented which will facilitate
additional monitoring and analysis of EPSDT related appeals data. Data on the following
indicators will be utilized from the appeals database and analyzed and/or reporied on the
following schedule. This process will begin on or before March 1, 2000 with the first

complete quarterly report being shared in July.

Every 2 Monthly Quarterly Semi- Annually

weeks Annually
Total # of EPSDT denials X X X X 141X
Total # of EPSDT denials by | X X X X X
MCO/BHO
Total # of BHO denials X X X X X
resulting in state custody
Denials sorted by type of X X X X X
service, plan, and region
Decisions sorted by type of X X X X
service, plan and region
Number of overtumns sorted | X X X X X
by service, plan and region
Analysis of data for patterns X X X X
of denial by type of service,
plan, or region.
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.Thc bi-weekly analysis will be utilized for carly

The monthly analysis will be utilized to strengthen or confirm identification of patterns of
denials.

The monthly reporting of identified patterns of denial to Quality Oversight and Contract
Compliance will allow for two things. First, Quality Oversight can conduct a more detailed
study of the services being denied to see if similar patterns are present in non-appeal cases.
Second, Contract Compliance can review and where appropriale assess monetary penalties,
fines or damages against plans where a pattern of inappropriate denial of EPSDT services
exists.

Quarterly, semi-annual and annual analysis of information will allow for monitoring of
patterns over time to determine if seasonal or other factors impact denials of specific
services.

Quarterly sharing of analysis information with plans will help alert them to potential
problems in time to make necessary internal process changes.

Until new processes and systems are in place, information will be collected on a daily basis,
and manual analysis will occur on as many of the indicators as feasible on a monthly basis.

Screening compliance for Federal Fiscal Year 1997. (Paragraphs 45 and 46) The
baseline percentage of overall screening compliance for Federal Fiscal Year 1996 was
21.9%. The percentage of overall EPSDT screening compliance for Federal Fiscal Year
1997 is 24.6%. The overall-screening ratio reported to the Health Care Finance
Administration (HCFA) on the 416 report for 1997 was 45%. A medical chart review
conducted by the Quality Improvement Unit at TennCare was used to determine the
percentage of all 7 components that were actually documented in a sample of records; the
percentage for 1997 was 54.82%. Applying this percentage to the ratio obtained from the
416 report yields 24.6%, which is the adjusted periodic screening percentage (APSP). (Sce

Attachment H.) The overall-screening ratio reported to HCFA on the 416 for 1998 was 39%.

The baseline percentage of dental screening compliance for Federal Fiscal Year 1996 was
28.2%. The dental screening percentage (DSP) for 1997 is 31.1%. There were 142,402
dental screens reported on the 1997, HCFA 416 report for children in the age groups from 1-
20. The expected number of dental screening services was calculated using HCFA

6

identification of potential patterns of denials.
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Reporting of patterns to X X X x
Quality Oversight and
Contract Compliance for
action
Sharing of analysis - X
information with plans B
Reporting for Progress X
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10.

methodology and determined to be equal 0 457,253 screens. Since dental screens are not
recommended until age 3, the actual number of dental screens (142,402) was divided by the
expected number of screens (457,253) and the result was 31.1%. The DSP for 1998 is
30.8%.

Enhanced monitoring of discharge planning for psychiatric and chemical dependency
facilitics. (Paragraph 71iii) The Quality Oversight Unit in conjunction with a
representative from the behavioral health organizations continues to conduct medical record
reviews at psychiatric inpatient facilities/residential treatment facilities. The purpose of the
review is to determine if there is collaboration, coordination and continuity of care in all
aspects of the discharge process.

Six medical record reviews were conducted in Chattanooga, Memphis and Nashville,
Tennessee during the period from November 1999 through January 2000. The failure to
obtain a release of information from the consumer in order to forward the medical record to
the primary care provider was the most common deficiency identified during the medical
record review. The Quality Oversight Section requested plans of correction from the BHOs.
The plans of correction have been reviewed and accepted.

Summary of EPSDT screens for children in DCS custody. (Paragraph 52) DCS
continues to track EPSDT screenings for children in custody. A report, which provided a
summary of screenings, effective 9/11/99 indicated that 92.7% of children in custody have
received an EPSDT screen. (Sce Attachment I).

During the months of September and October, data on children served by DCS was
converted to a new information management system (INKids). Not all of the twelve regions
converted simultancously; conversion was staggered. Data pulled from the old information
system as of the end of September indicated screenings at 88.6%; data pulled from the new
information system indicated 76.7%.

DCS is providing information to its regions so that child-specific _information can be
reviewed for data accuracy. The DCS Policy, Planning and Research division has developed
a data cleaning schedule so that EPSDT screening data can be reviewed and corrected on a
monthly basis, and data in monthly reports can be verified for accuracy.
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EPSDT OUTREACH AND INFORMING SURVEY

The Bureau of TennCare and its MCO’s and BHO’s are required to inform all TennCare ,

- enrollees under 21 about the availability of and how to access EPSDT services  This should be
accomplished in a timely manner, generally within 60 days of the MCO/BHO’s receipt of

- notification of the child’s TeanCare eligibility. Please attach all documentation that supports
your outreach and informing activities regarding EPSDT.

Please include methods of communication:

Oral Written .

Outreach representative yes_ no New member letter yes_ no_

Provider relations yes no_ Member newsletter yes_ no_

Public service announcement yes  no_ Posters, flyers, brochures yes_ no_

Community awareness program  yes no Member handbook annually yes no

Member services representative  yes  no Returned mail is tracked yes_ no_
JNEEN

. . V
Timeframe for sending newetter:
Actions taken to address returned mail-

Individuals to be informed: v
Parent/guardian of newly eligible child yes no  Families in WIC program yes  no
TennCare eligible pregnant women  yes no  Administrator of institution yes  no

Procedures in place to contact members who are: (Please explain)

Blind —

[iterate-

Deaf-

Non-English speaking-

What is the process in place to monitor the effectiveness of these procedures?

Submit any documentation of coordination with other programs such as:

Head Start AFDC

Educational systems Day Care Licensing Agency

WIC Health department

Internal Tracking System

Internal tracking system is in place? yes o
Can past due EPSDT services for cach member be determined? yes  no_
Can pending service due dates be determined? yes no_

What ts method used for member notification?

Plcase iaclude:

Policy outlining mechanism of documentation of attempts to contact member regarding EPSDT
services, and documentation of EPSDT services that are declined.

Copies of last 4 member newsletters

Policy for distribution of posters and brochures

B 10/99
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STATE OF TENNESSEE

BUREAU OF TENNCARE
DEPARTMENT OF HEALTH
729 CHURCH STREET
NASHVILLE, TENNESSEE 37247-6501

MEMORANDUM

TO: KASI TILLER
FROM: JEAN McIVER R.N.
DATE: 12/30/99

RE:  SUMMARY OF ACCESS MedPLUS HEALTH CARE EPSDT
OUTREACH AND INFORMING ACTIVITIES

Access MedPlus informs members about EPSDT services available through New
Member Notification Letter and also through distribution of brochures, e.g.”"New
Generations,” “Be Wise ....Immunize,” and “Preventive Health.” Other methods of
communication are through Provider relations and Member services representative.
AMP also sends New Member Notification Letters, as well as their annual Member
Handbook. AMP does coordinate with other programs, e.g. Head Start, WIC, Health
Departments, and Tenn Care Shelter Enrollment Project. AMP has in place an Internal
Tracking System to monitor members who are past due for EPSDT services which allows
the generation of a reminder letter to be sent to the enrollee.



STATE OF TENNESSEE
BUREAU OF TENNCARE

DEPARTMENT OF HEALTH
729 CHURCH STREET
NASHVILLE, TENNESSEE 37247-6501

MEMORANDUM
TQ: Kasi Tiller
FROM: Barbara EVans, RN
DATE: 12/27/99
RE: Summary of BlueCare EPSDT Outreach and Informing Activities

BlueCare has developed 3 different types of oral member orientation methods because all
members do not comprehend information in the same way. They have a member orientation
video (an overview of BlueCare and EPSDT benefits), a healthy bingo (health topics in the place
of numbers), and a member orientation session conducted by field service representatives. Field
service reps also participate in Immunization Fairs at the request of the health departments.

Written communication programs include proactive member and provider components. The
member component includes postcards that are mailed to the parent or guardian of 2 member one
month prior to the ages of the American Academy of Pediatrics periodicity schedule. The
provider notification is a list sent to pamary care managers of their assigned members who were
sent a member notification postcard.

Bright Futures program is an incentive based program for new and expectant mbms with the
purpose of teaching mothers the importance of EPSDT. Applications are available at health
departments, DHS, Housing Manager Offices, and provider offices.

The BC Bear Cub Club is a school-based program to teach healthy habits to children in
kindergarten through third grades. Teachers are given teacher’s guides, which include health
activities, and children receive a BC Bear Cub Club booklet.

Field service representatives also make quarterly visits to homeless shelters, health departments,
foster parent associations, group homes, and public housing developments. In addition to the
external contacts, BlueCare also established the Hispanic Task Force (to develop health
education programs for the Hispanic community), and an EPSDT Task Force (to obtain input
and collaborate with other MCO’s, health departments, and paticnt advocates on issues related to
improvement of the EPSDT compliance rate).



STATE OF TENNESSEE

BUREAU OF TENNCARE

DEPARTMENT OF HEALTH
723 CHURCH STREET
NASHVILLE, TENNESSEE 37247-6501 ‘

MEMORANDUM

TO: KASI TILLER
FROM: MART DOWDEN, RN
DATE: 12/27/99

RE: SUMMARY OF JOHN DEERE HEALTH CARE EPSDT
OUTREACH AND INFORMING ACTIVITIES

John Deere Health Care informs members about EPSDT services available through
distribution of brochures, e.g. “Preventive Care Program,” “New Generations,” and “Be
Wise...Immunize.” Public Service announcements informing members of EPSDT
services are played for callers waiting after dialing the Member Services number. New
Member Letters and quarterly “health Talk” newsletters also inform members of
available EPSDT services. JDHC has a comprehensive “2000 Timeline” Action Plan for
- monitoring arcas of Member Education, Provider Education, PCP Access and
Availability, and Compliance Reporting. This Action Plan focuses on specific
recommendations, areas of responsibility, priorities and target dates for completion.
JDHC has in place an Internal Tracking System to monitor members who are past due for
EPSDT services which allows the generation of a reminder letter to be sent to the
cnrollee.



STATE OF TENNESSEE

BUREAU OF TENNCARE

DEPARTMENT OF HEALTH
729 CHURCH STREET
NASHVILLE, TENNESSEE 372476501

MEMORANDUM

TO: KASI TILLER
FROM: MART DOWDEN, RN
DATE: 12/27/99

RE: SUMMARY OF MEMPHIS MANAGED CARE/TLC
EPSDT OUTREACH AND INFORMING ACTIVITIES

TLC has developed a number of methods to encourage the use of EPSDT services.
Outreach efforts include the distribution of Member Newsletters, Preventive Care
Guidelines and maintains a comprehensive Brochure Distribution List. TLC participates
in Health Fairs and Clinics in collaboration with Memphis and Shelby County Health
Department Immunization Council and the TennCare Shelter Enrollment Project.
Brochures and incentives for members to utilize EPSDT services include, but are not
limited to; TLC Preventive Health Services Brochure, EPSDT Brochure, “Shots For
Tots” Reminder Cards, Growth and Development Planner, The Facts About
Immunization Brochure. . TLC utilizes an “Enhanced Risk Appraisal program (EHRA)
and a “Well-Chek,” (Ages 14 and above), assessment tool to encourage enrollees to
maintain current positive health behaviors. TLC conducted a 1998 Immunization Study
of Twenty-Four Month Old Children to ascertain adherence to the Centers for Disease
Control (CDC) immunization guidelines for children reaching their second -birthday.
Results of the study were reported to the TLC Medical Advisory Committee in August
1999. TLC has reviewed provider compliance with EPSDT at selected sites in their
service area with results reported to the provider, the provider aggregate of peers and the
TLC Medical Advisory Committee.



STATE OF TENNESSEE
BUREAU OF TENNCARE
DEPARTMENT OF HEALTH
729 CHURCH STREET
NASHVILLE, TENNESSEE 37247-6501

MEMORANDUM

DATE: December 28, 1999

TO: Kasi Tiller

FROM: Patrick Baumann RN @

SUBJECT: Summary OF OmniCare EPSDT Outreach and Informing Activities

OmniCare informs their members about EPSDT services through a new program
called “OmniKids™. This program will facilitate obtaining complete information on
children who are enrolled in the program, ages birth through six years.

OmniCare also informs members by using mailings, newsletters, health-o-grams,
and surveys. OmniCare has a partial intemal tracking system in place. They can
determine past due EPSDT services, and have a policy outlining the mechanism
of attempts to contact members regarding EPSDT setvices that are declined.
OmniCare uses posters and brochures that are printed in multiple languages
such as Arabic, Spanish, Somolian, Vietnamese, and Bosnian. There are also
procedures in place to contact members who are blind, illiterate, and deaf.
Omnicare has a process in place to monitor the effectiveness of these
procedures. Omnicare is making progress towards accomplishing, in a timely
manner, the child’'s TennCare eligibility and setting in motion the program of
EPSDT for its members.



TO:

FROM:

DATE:

STATE OF TENNESSEE

BUREAU OF TENNCARE
DEPARTMENT OF HEALTH
729 CHURCH STREET
NASHVILLE, TENNESSEE 372476501

MEMORANDUM
KASI TILLER
CAROL MIONE, RN
12/28/99

SUMMARY OF PERFERRED HEALTH PARTNERSHIP OF
TENNESSEE, INC. (PHP) EPSDT OUTREACH AND INFORMING
ACTIVITIES

In January 1999, POP delegated all quality improvement of its EPSDT functions
to Tennessee Health Partnership (THP) following a downsizing. PHP is in the
process of refining the oversight of these delegated functions. The Academy of
Pediatrics preventive guidelines for children and contractually required EPSDT
guidclines were adopted by PHP and distributed to their providers in October
1998. Numerous methods of communication were used to encourage the use of
EPSDT services. Qutreach efforts include the distribution of Member Handbooks,
member service representatives, community awareness programs, physician office
education agenda, quarterly member newsletters (“Take Five”) and school IEP
process. All areas of written communication were used by THP, including sending
new member letters within one week of receiving eligibility and actions to address
returned mail. All individuals were informed, such as parent/guardian, cligible
pregnant women, families in WIC program, school administration and health
departments. THP is in the process of establishing a Preventive Service Daiabasc
capable of generating notices to members, and has identified January 28, 2000, as
the target date for implementation. This database would enable the delegaied
organization to notify members of pending or past due EPSDT services.
Newsletters are sent out quarterly with the last one sent out the third quaricr of
this year. Again PHP/THP are in transition due to the dramatic downsizing of
PHP and the delegation of quality improvement to THP. Both organizations are
working diligently to improve the EPSDT Program.



STATE OF TENNESSEE

BUREAU OF TENNCARE
DEPARTHMENT OF HEALTH
729 CHURCH STREET
NASHVILLE, TENNESSEE 37247-6501

MEMORANDUM
TO: KASI TILLER
FROM: JEAN McIVER R.N.
DATE: 12/30/99

RE: SUMMARY OF PRUDENTIAL HEALTH CARE EPSDT
OUTREACH AND INFORMING ACTIVITIES

Prudential Health Care informs members about EPSDT services available through
A quarterly member newsletter, community awareness program, annual Member
Handbook, and brochures. Prudential Health Care has in place an Internal Tracking
System to monitor members who are past due for EPSDT services which allows the
generation of a reminder letter to be sent to the enrollec.

As of December 31, 1999, Prudential Health Care will no longer be a Tenn Care
provider.




STATE OF TENNESSEE

BUREAU OF TENNCARE
DEPARTMENT OF HEALTH
729 CHURCH STREET
NASHVILLE, TENNESSEE 37247-6501

MEMORANDUM

TO: KASI TILLER

FROM: CAROL MIONE, RN

DATE: DECEMBER 28, 1999

RE: SUMMARY OF XANTUS EPSDT OUT REACH AND INFORMING
ACTIVITIES

Xantus has developed different modes to encourage enrollees to use EPSDT services.

Included in their outreach effort is the distribution of 1999 Members Handbook,

explaining EPSDT services and timelines, quarterly member newsletters (last mailed Spring 1999 with
draft of Fall 1999 reviewed), “Coming Attractions Club” to educate expecting parents in the care of
their anticipated arrival and the “Birthday Club” reminding enrollees to get preventive health
exams/services. Some of the outreach material provided by Xantus for review was dated 1998 as well
as some policies and procedures were not dated or approved and others were only in draft form. All
methods of oral and written communication were used, but the only non-English speaking used was
Spanish. Procedures were in place for communication with members with special needs, except no
documentation revealed any form of communication available for illiterate enrollees. Hedis 3.0
software was implemented this year for an intemal tracking mechanism to assist the Quality
Improvement department to identify specific preventive services rendered, due and past due. A draft
copy of an “EPSDT Services Provided” form has been developed and once approved will be
distributed to all providers in an effort improve EPSDT compliance among providers. A member of the
Quality Improvement department participates on EPSDT Davidson County Task Force and the
TennCareShelter Enrollment Project.

Xantus is striving to improve all aspects of EPSDT by identifying the population in need, developing a
successful outreach program, and implementing a new internal tracking systern. Xantus is also
working with other MCOs and health care delivery systems to achieve a higher rate of compliance, as
well as mirror the efforts of the Davidson County EPSDT Task Force throughout the state.



STATE OF TENNESSEE
BUREAU OFf TENNCARE
DEPARTMENT OF HEALTH
729 CHURCH STREET
NASHVILLE, TENNESSEE 37247-6501

MEMORANDUM

DATE: December 28, 1999
TO: Kasi Tiller
FROM: Patrick Baumann RN %

SUBJECT: Summary OF VANDERBILT COMMUNITY CARE EPSDT
OUTREACH AND INFORMING SURVEY

Vanderbilt Community Care informs their members about EPSDT programs
through a wide range of services that include community awareness programs,
member services representatives, posters, flyers, brochures, new member
letters, annual member handbook, and outreach representatives. VHP identifies
members that are TennCare eligible from birth up to age 21. VHP monitors the
effectiveness of the EPSDT Program by using birthday mailers, Medical Treasure
Passport for Life, phone calls, quarterly newsletters, community outreach
activities such as WIC Program, Head Start, Health Department, AFDC, and by
informing educational systems i.e. “Day Care Centers and Schools. VHP has an
internal tracking system in place that can determine pending service due dates
and past due EPSDT services. VHP has a program that will in January 2000,
systematically notify all EPSDT eligible members and their families about
services and benefits. VHP EPSDT Program also includes a procedure to
contact members who are blind, deaf, illiterate, and identifies non-English
speaking families and provides them with the appropriate information in their
language. VHP'S survey is concise, easy to follow, and demonstrates their
willingness to provide members with a program that is fully functional and readily
available to all TennCare eligible members and their families.



Memorandum

To: Kasi Tiller
From: BHO Quality Oversight Division
Date:  12/29/99

Re: Summary of Tenncssee Behavioral Health EPSDT Qutreach and Informing Activitics

TBH has used many different types of oral communication such as outrcach representatives, provider
rclations, community awarcacss programs and member scrvices represcatatives in order o provide
information to mcmbers and the comwmunity in geacral. TBH has facilitated training scssions and
workshops for providers statewide, as well as ficld representatives facilitating regional planning
mectings with (he providers to discuss needs specific to their region.

Writtcn communication programs for TBH include new member letters. member ncwslelters, an
annual mcmber handbook. and a newly developed system that tracks returned mail. TBH has
devcloped policics and procedurcs to support this new tracking system.

The parcnts/guardians of children that are newly cligible roccive infonmation about EPSDT when
they receive a new member letter as well as a member handbook, which explains the EPSDT process.
[n addition. administrators of institutions arc informed of EPSDT through a copy of the provider
maaual, which all admiuistrators receive.

TBH coordinatcs with outsidc agencics such as Tenncssee Voices for Children, TDMHMR
Children’s Issucs Committee, Teancssee Medical Association, the Family Violence and Homeless
Shelters in Teancssee and participates in the EPSDT Task Force.

TBH has dcvclobcd an internal tracking system that will track any complaints, compliments and
* gricvances regarding EPSDT. Furthermore, any past due EPSDT scrvices for each member can be
determined through their computer system for members with special behavioral health needs.



Memorandum

To: Kasi Tiller
From: BHO Quality Oversight Division
Date:  12/29/99

Re: Summary of Premicr Behavioral Systems EPSDT Outreach and Informing Activitics

Prcmicr has used many different types of oral comumunication such as outrcach representatives,
provider relations, comtuaily awarcacss prograts and member scrvioes represcntatives in order to
provide information (o mcmbers and the community in general. Premicr has facilitated training
scssions and workshops for providers statewidc, as well as ficld representatives facilitating regional
planning moctings with the providers to discuss necds specific to their region.

Writtcn communication programs {or Premier include new member letters, member newsleticrs, an
annual mcmber handbook. and a newly developed system that tracks returned mail. Premier has
devcloped policics and procedurces to support this new tracking systcm.

The parcats/guardians of children that arc newly eligible reccive information about EPSDT when
they reccive a new merber letter as well as a member handbook, which explains the EPSDT process.
{n addition. administrators of institutions arc informed of EPSDT through a copy of the provider
maaual. which all adiinistrators receive.

Premiier coordinates with outside agencies such as Teanessce Voices for Children, TDMHMR
Children’s Issucs Comumittoc. Tenncssee Medical Association, the Famiily Violence and Homeless
Shelters in Teancssee and padicipates ia the EPSDT Task Force.

Premicr has developed an intcrnal tracking system that will track any complaints, compliments and
gricvances regarding EPSDT. Furtheamore, any past due EPSDT scrvices for cach member can be
determined through their computer system for members with special behavioral health needs.



T TCO/BHOE R G DN EO RN TN IS R e
_ ~ | | _
METHODS'ORIORAL COMMUNICATIONSE k7
COMMUNITY
OUTREACH PROVIDER PUBLIC SERVICE AWARENESS MEMBER SERVICE
REPRESENTATIVE RELATIONS ANNOUNCEMENT PROGRAM | REPRESENTATIVE

ACCESS MED PLUS | X X X X X
BLUE CARE X X 0 X X
JOHN DEERE 0 X X 0 X
OMNI X X 0 X X
PHP X X 0 X X
PRUCARE X X 0 X X
TLC X X 0 X X
VHP X 0 0 X X
XANTUS X X X X X
PREMIER X X 0 X X
TBH m X X 0 X X
METHODSIORWRITTEN COMMUNICA TTON A%

_

MEMBER TIMEFRAME TAKEN TO

! NEW MEMBER MEMBER POSTERS, FLYERS, HANDBOOK RETURNED MAIL | FOR SENDING ADDRESS

_ LETTER NEWSLETTER BROCHURES ANNUALLY TRACKED NEW LETTER | RETURNED
ACCESS MED PLUS X X X X X X X
BLUE CARE X X X X X X X
JOHN DEERE X X X X X X X
OMNI 0 X X X X X X
PHP X X X X X X X
PRUCARE X X X X X X X
TLC X X X X X X X
VHP X X X X X X X
XANTUS X X X X X X X
PREMIER I X X 0 X X X X
TBH [ X X 0 X X X X

Xusubmitted documentation
O=documentation not submitted
N/A= not apr ] 1



AN it Mm v

EMCO/BHOERSDIKOUIREAGHAANDINRO RV
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Y0 BE INFORMED il it it
TENNCARE
PARENT/ GUARDIAN OF ELIGIBLE
NEWLEY ELIGIBLE PREGNANT FAMILIES IN WIC | ADMINISTRATOR OF
CHILD WOMEN PROGRAM INSTITUTION °

ACCESS MED PLUS X X X X
BLUE CARE X X X X
JOHN DEERE X 0 0 X
OMNI X X X 0
PHP X X X X
PRUCARE X X 0 0
TLC X X 0 0
VHP X X X X
XANTUS X X X X
PREMIER X N/A N/A X
TBH X N/A N/A X

PROCEDURES'IN PLACE TO

R R
2

ON TGN E N B E RSV O R e e

ROCESS IN PLACETO

MONITOR THE

NON-ENGISH EFFECTIVENESS OF

BLIND ILLITERATE DEAF SPEAKING THESE PROCEDURES
ACCESS MED PLUS X X X X X
BLUE CARE X X X X X
JOHN DEERE 9) 0] X X X
OMNI X X X X X
PHP Y] 0 [0) 0 o)
PRUCARE 0 9] 0] 0 9]
TLC X 9] X X X
VHP X X X X X
XANTUS X O X X 0O
PREMIER X X X X X
TBH X X X X X

X=submitted documentation
O=documentation not submitted

NA= not ap

“ble




RN CO/BHOIERSDIEOU
| _
DOGUMENTATION OF COORDINATIONGVITIRO TH ERIRROGRAMS S UCHI A Sta
EDUCATIONAL DAY CARE LICENSING
HEAD START SYSTEMS wIC AFDC AGENCY HEALTH DEPT.
ACCESS MED PLUS X X X X X X
BLUE CARE X X X X X X
JOHN DEERE 0 0 X 0 0 X
OMNI 0 X X R 0 X
PHP X X X X X X
PRUCARE X X X X X X
TLC 0 0 X 0 0 X
VHP X X X X X X
XANTUS X ) X X X X
PREMIER X X N/A N/A N/A X
TBH X X N/A N/A N/A X
INTERNADSTRACKING SYSTEM ~Caahitainsoss
CAN
DETERMINE
PAST DUE CAN DETERMINE | METHOD USED FOR
TRACKING SYSTEM EPSDT PENDING SERVICE MEMBER
IN PLACE SERVICES DUE DATE NOTIFICATION
ACCESS MED PLUS X X X X
BLUE CARE X X X X
JOHN DEERE X X X X
OMNI X X X X
PHP 0 0 0 0
PRUCARE X X X X
TLC X X X X
VHP | X X X X
XANTUS X X X X
PREMIER X X X X
TBH X X X X

X=submitted documentation
O=documentation nol submitted
N/A= not ar bie

Q0
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O=documentation not submitted

N/A= not apy ‘e




Attachment C

Hearing, Vision, Developmental and
Behavioral Screening Guidelines



Recommendations of the TennCare EPSDT Screening Guidelines Committee
Hearing and Vision Screenings

January 1999

v

Recommendations for Hearing Screening

Recommendations for Vision Screening

Subjective QObjective Subjective QObjective
Newborn Parental perception of ABR or OAE, if performed . Eye exam: red reflex,
hearing in hospital comeal inspection
Family history Observational screening
Wakes to loud noises with noisemaker (optional)
Head turning with
volce/noise
2-4 days Parental perception of ABR or OAE, if performed Eye exam: red reflex,
hearing in hospital corneal inspection
Family history Observational screening
Responses to voice and with noisemaker (optional)
nolse—parent report
By ! month Parental perception of Ear exam Parental perception of Eye exam: red reflex,
hearing Observational screening vision corneal inspection
Family history (unless with noisemaker (optional) Fixes on face, follows with
previously recorded) -eyes
Response to voice and
noise-—parent report
2 months Parental perception of Ear exam Parental perception of Eye exam: red reflex,
hearing Observational screening vision corneal inspection
Family history (unless with noisemaker (optional) Fixes on face, follows with
previously recorded) eyes
Response to volce and
nojse——parent report
3 months Parental perception of Ear exam Parental perception of Eye exam

hearing

Observational screening

vision

Fixes and follows each eye




Recommendations for Hearing Screening

Recommendations for Vision Screening

Subjective Objective Subjective Objective .
Family history (unless with noisemaker (optional)
previously recorded)
Response to voice and
noise—parent report
4 months Parental perception of Ear exam Parental perception of Eye exam
hearing Observational screening vision Fixes and follows each eye
Recognizes parent’s with noisemaker (optional)
volce—parent report
Family history (unless
previously recorded)
6 months Parental perception of Ear exam Parental perception of Eye exam
hearing Observational screening vision Fixes and follows each eye
Turns to sounds—parental with noisemaker (optional) i :
report
Family history (unless
previously recorded)
9 months Parental perception of Ear exam Parental perception of Eye exam

hearing

Response to voice and
nolse—parent report
Family history (unless
previously recorded)

Observational screening
with noisemaker (optional)

vision

Fixes and follows each eye

12 months

Parental perception of
hearing

Response to voice and
nojse-~parent report
Family history (unless
otherwise recorded)

Ear exam
Observational screening
with noisemaker (optional)

Parental perception of
vision

Eye exam
Fixes and follows each eye

15 months

Parental perception of
hearing

Response to volce and
nolse—parent report
Family history (unless

Ear exam
Observational screening
with noisemaker (optional)

Parental perception of
vision
Can see small objects

Eye exam
Can see small objects




Recommendations for Hearing Screening

Recommendations for Vision Screening

Subjective Objective Subjective Objective
previously recorded)
18 months Parental perception of Ear exam Parenta] perception of Eye exam

hearing

Response to voice and
noise——parent report
Family history (unless
previously recorded)

Observational screening
with noisemaker (optional)

vision
Can see small objects

Can see small objects

Parental perception of
hearing

Response to voice and
nolse—parent report
Family history (unless
previously recorded)

Ear exam
Observational screening
with noisemaker (optional)

Parental perception of
vision
Can see small objects

Eye exam
Can see small objects

3 years Parental perception of Ear exam . Parental perception of Eye exam
hearing Hearing screen (optional) vision . Qcular alignment, visual
Observational screening Can see small objects acuity (optional)
with noisemaker (optional) Can see small objects
4 years Parentu| perception of Ear exam Parental perception of Eye exam ,
hearing Hearing screen (if not done vision Qcular alignment, visual
at 3 years) acuity (if notdone at 3
years)
5 years Parental perception of Ear exam Parental perception of Eye exam
hearing Hearing screen (if not done vision Ocular alignment, visual
at 3 or 4 years) acuity (if notdone at3 or 4
years)
6 years Parental perception of Ear exam Parental perception of Eye exam
hearing Hearing screen (if not done vision Ocular alignment, visual
at 3, 4, or 5 years) acuity (if not done at 3, 4,
or 5 years)
7 years Parental and patient Ear exam Parental and patient Eye exam
’ perception of hearing Hearing screen perception of vision
8 years Parental and patient Ear exam Parental and patient Eye exam

perception of hearing

Hearing screen (if not done

perception of vision




Recommendations for Hearing Screening

Recommendations for Vision Screening

|

Subjective QObjective Subjective Objective
at 7 years)
9 years Parental and patient Ear exam Parental and patient Eye exam
perception of hearing Hearing screen (if not done perception of vision
at 7 or 8 years) N
10 years Parental and patient Ear exam Parenta] and patient Eye exam
perception of hearing Hearing screen (if not done perception of vision Visual acuity
at 7, 8, or 9 years) .
11 years Parental and patient Ear exam Parental and patient Eye exam |
perception of hearing Hearing screen (if not done perception of vision Visual acuity (if not done
at7, 8,9, or 10 years) at 10 years)
12 years Parental and patient Ear exam Parental and patient Eye exam
perception of hearing Hearing screen (if not done perception of vision Visual acuity (if not done
at7,8,9,10, or 11 years) _ at 10 or 11 years)
13 years Parental and patient Ear exam Parenta] and patient Eye exam
perception of hearing Hearing screen (if not done perception of vision Visual acuity (if not done
at7,8,9,10,11,0r12 at 10, 11, or 12 years)
years)
14 years Parental and patient Ear exam Parental and patient Eye exam
perception of hearing - Hearing screen perception of vision Visual acuity
15 years Parental and patient Ear exam Parental and patient Eye exam
perception of hearing Hearing screen (if not done perception of vision Visual acuity (if not done
at 14 years) at 14 years)
16 years Parental and patient Ear exam Parental and patient Eye exam
perception of hearing Hearing screen (if not done perception of vision Visual acuity (if not done
at 14 or 15 years) , at 14 or 15 years)
17 years Parental and patient Ear exam Parental and patient Eye exam

perception of hearing

Hearing screen (if not done
at 14, 15, or 16 years)

perception of vision

Visual acuity (if not done
at 14, 15, or 16 years)




Recommendations for Hearing Screening Recommendations for Vision Screening
Subjective Qbjective Subjective Objective
18 years o Parental and patient e Earexam ¢ Parental and patient + Eyeexam
perception of hearing ¢  Hearing screen (if not done perception of vision | ¢ Visual acuity (if not done
. at 14, 15, 16, or 17 vears) : at 14, 15, 16, or 17 years)
19 years ¢ Parental and patient ¢ Earexam +  Parental and patient ¢ Eyeexam
perception of hearing perception of vision
20 years +  Parental and patient ¢ Earexam o  Parental and patient ¢ Eyeexam
perception of hearing perception of vision
21 years o Parental and patient o Earexam + Parental and patient ¢ Eyeexam
perception of hearing " perception of vision

HEARING SCREENING

*

Newbom hearing screenings are most likely to occur in hospital with results reported to the primary care provider, Acceptable methods of screening include
auditory brainstem response (ABR) and otoacoustic emissions (OAE) with thresholds of 30 dB HL.

Newbomn hearing screening is recommended for all newbomn infants. As of January 1999, not all hospitals in the State have the capability of conducting
newborn hearing screening. Newbom hearing screenings should be provided for all newborns by the year 2003,

Recommended testing intervals: The committee recommends an objective hearing screening test once in each of the following age ranges: 3-6, 10-13, 14-
18. Screening should be conducted at the first visit during the above listed intervals at which the patient is cooperative.

Acceptable methods of objective hearing screening include: conventional audiometry, hand-held audiometry, conditioned play audiometry (with a screening
level 0f 20 dB HL at 500, 1000, 2000, and 4000 Hz).

Positive screening results should lead to referral for diagnostic assessment of hearing, A prompt re-screening may be substituted for immediate referral for
diagnostic assessment if the clinician believes the initial screening result is likely to be a false positive. Re-screening should be done within 2-4 weeks rather
than waiting until the next scheduled well child visit. .

VISION SCREENING +

Recommended testing intervals:
« The committee recommends testing ocular alignment and visual acuity once in the 3-6 year old age range. These procedures should be conducted at
the first visit during which the patient is cooperative.
«  The committee recommends testing visual acuity once in each of the following age ranges: 10-13, 1418,




Developmental/Emotional/Behavioral Screening Tools Recommended for Use in EPSD&T

The following chart is a list of measures approved for use by EPSD&T. The Description column provides information on
alternative ways (if available) to administer measures (e.g., waiting rooms). The Accuracy column shows the percentage of patients

with and without problems identified correctly. The Time Frame/Costs column shows the costs of materials per visit along with the
costs of professional time needed to administer each measure. For parent report tools, administration time reflects not only scoring
of test results, but also the relationship between each test's reading level and the percentage of TNCare mm.:m:ﬁm with less than a
high school education (who may not be able to complete measures in waiting rooms due to literacy problems and will thus need

interview administrations).

Measure Age Description Scoring Accuracy Time Frame
range ICosts'

Child Development Inventories | 3+ 72 60 yes-no description with separate a single mm:«asa\” was 75% or about 10 minutes
{formerly Minnesota Child months forms for 0 = 18 months, 18 - 36 cutoff tied 1o greater across studies and (if interview needed)
Development Inventories) months and 3 - 6 years. Can be 1.5 standard | specificity’ was 70%.
(1992) Behavior Science mailed to families, completed in deviations Materials ~40¢
Systems, Box 580274, waiting rooms, administered by below the Admin. ~$3.40
Minneapolis, MN 55458 (phong: interview or by direct elicitation.. mean Total = ~$3.80
612-929-6220) :
Parents' Evaluations of ages 10 questions eliciting parents' Categorizes | sensitivity ranged from 74% About 2 minutes
Developmental Status (PEDS). | birth to 8 | concerns. Can be administered in patients into to 79% and specificity ranged | (if interview needed)
(1997) Ellsworth & Vandermeer | years waiting rooms or by interview. Also in | those from 70% to 80%.
Press, Lid. 4405 Scenic Drive Spanish. Written at the 5th grade needing materials~31¢
Nashville, Tennessee Phone: level, Normed in teaching hospitals referrals, admin. ~ $0.88
615-386-0061; fax: 615-386- and private practice.. screening, Total = $1.19
0346 counseling,
hitp://edge.nev~evpress reassurance,

extra

monitoring
Brigance Screens.. Billerica, 21-90 seven separate forms, one for each cutoff and sensitivity and specificity to 10 minutes
MA: Curriculum Associates, Inc. | months | 12 month age range. Taps speech- age giftedness and to (direct testing only)
(1985) 153 Rangeway Road, N. language, motor, readiness and equivalent developmental and academic
Billerica, MA, 01882 (1-800-225- general knowledge at younger ages scores problems was 70% to 82% Materials ~53¢

0248

and also reading and math at older
ages. Uses direct elicitation and
observation.

Admin.~$10.15
Total = $10.68




EPSD& T Deveiopmental/Behavioral/Emotional Screening tools (continued)

Pediatric Symptom Checklist,
Jellinek MS, Murphy JM,
Robinson J, et al. Pediatric
Symptom Checklist: Screening
schoot age children for
psychosocial dysfunction.
Journal of Pediatrics,
1988;112:201-209 (the testis
included in the arucle and in the
PEDS manual)

6-16
years.

35 short statements of problem
behaviors to which parents respond
with never, sometimes or often. The
PSC screens for academic and
emotional/behavioral difficulties.

single
refer/nonrefer
score

Sensitivity ranged from 80%
to 95%. Specificity in all but
one study was 70% to 100%

about 7 minutes
(if interview needed)

Materials ~ $.06
Admin. ~32.38
Total = $2.44

TOOLS THAT ARE NOT RECOMMENDED BUT ARE ACCEPTABLE FOR AUDIT UNTIL 2003

Denver-ll

0-6

Combination of directly elicited, and
interview, tapping language, personal-
social, gross and fine motor, but not
preacademic and academic skills

Pass/fail/
Questionable
/untestable

Sensitivity 80%. Specificity
40% or sensitivity 40% and
specificity 80%, depending on
how the questionable score is
handled.

15 minutes for
younger children, 25
minutes for older
children

(combination of direct
and interview items)

Materials ~ $.31
Admin. ~$20.36
Total = $20.67

Informal checklists (such as
those imbedded in age-
specific encounter forms such
as Bright Futures)

Usually tap different areas but lack
scoring criteria, provide no proof that
items tap important skills or predict
developmental outcome.,

none

Unknown but research
shows that informal methods
detect fewer than 30% of
children with disabilities

Unknown but most
have about 10 items
and so may take
about 2 minutes

Materials ~ $.06
Admin. ~$2.34
Total: $2.40

1. interpretation costs (i.e., the amount of professional time needed to explain results) are not included in the costs totals
2. Sensitivity = percentage of children with disabilities identified as probably delayed by a screening test
3. Specificity = percentage of children without disabilities identified as probably normal by a screening test




Attachment D

EPSDT Pilot Study: Le Bonheur
Children’s Medical Center



EPSDT Pilot Study
Le Bonheur Children's Medical Center
Shelby County, Tennessee

July - September 1999

Submitted to the EPSDT Screening Guidelines Committee
Bureau of TennCare

Nashville, Tennessee




Executive Summary

The Consent Deeree of the case of John B v Menke had specific implications for the
screening of young children eligible for EPSDT via the State TennCare program. A Screening,
Guidelines Committec was a direct result of the negotiated agreement, and their charge was to develop
recommendations for screening in the arcas of child development, behavior, vision, and hearing. Prior
to the formal presentation of recommendations to the TennCare Burcau, the Committee clected to
implement a Pilot Study to assess the utility and effectiveness of the proposed guidelines.

The EPSDT Pilot Study was conducted by Le Bonheur Children’s Medical Center via a grant
from the State in two local pediatric practices in Shelby County, Tennessee. The objective was to
pilot in clinical practice the subjective and objective recommendations offered to assess vision and
hearing and the developmental and behavioral screening instruments proposed, which included the
Parents' Evaluation of Developmental Status (PEDS), the Child Development Inventories (CDI), the
Brigance Screens, and the Pediatric Symptom Checklist (PSC). The Pilot Study was completed in
July and August of 1999. Prior to the clinical piloting of the recommendations, a Developmental
Specialist and the Director of Developmental Pediatrics visited the practices and interviewed,
oricnted, and trained office physicians and staff. The Developmental Specialist also completed audits
of sixty-eight (68) practice records with defined parameters to determine current practice.

A total of two hundred and nine (209) children were screened during the course of the Pilot
Study, and the practices and the Developmental Specialist carefully documented screen selection and
tme requircments. Both practices had established practice patterns for vision and hearing that mostly
satisfied the proposed recommendations. The results spéciﬁc to the developmental and behavioral
rccommendations included a hesitant acceptance of the clinical application of the PEDS, the Infant
Development Inventory (one of the CDI instruments), and the PSC in primary carc'scttings. The
remaining tools were less acceptable, because of cither the time requirements associated with the
screens, the cumbersome paperwork, practical office and family issues, or (specific to the Brigance)
the impracticality of usc in a primary care sctting.

The most frequent opinion expressed pertaining to the screening recommendations was
rclated to cost. There is cost associated with the screens themselves, clinical staff requirements,
admirustrative tasks such as appropriate coding, and the general impact on the practice. There were
also 1ssues related to additional resource requirements (i.e. office stafl), current reimbursement
himttations, impact on access 1o care, training and cducation, and documentation. The clinical
umpression of the clanfied screening recommendations was positive. However, most tmportantly, the
introduction of additional requirements of providers will result in alarm and an increased demand for

reconsideration of current reimbursement arrangements.



Introduction and History of the EPSDT Screening Guidelines Committee

The need for improved mechanisms of screening by TennCarce providers can be attributed to
multiple factors. Each of the following has recently influenced state-level discussions pertaining to
screening, performed by pnimary care providers.

¢ Early and Pcrniodic Screening, Diagnosis, and Treatment (EPSDT) mandate within the federal
Medicaid law- the program is intended (o provide Medicaid-eligible children access to primary and
preventive health care.

»  Healthcare environment- Faced with unprocedented growth in health care costs, employers, state
Medicaid programs, and other purchasers of healthcare have tumed to managed care plans in an
attempt to find cffective strategies that provide aceess to quality health care while controlling costs.

¢ Consent Decree of the case of John B. v. Menke, - this case was a class action suit on behalf of all
500,000 TennCarc—<cligible children, up to age 21 alleging systematic failures to screen children
according to the prescnibed pertodicity schedule, to properly diagnose their medical needs, and to
provide them with the full range of health services they require.

Medicaid Managed Care News, 6/12/98
The Consent Decree committed the State to the full and effective implementation of EPSDT -

within the TeanCare program. It has many major implications, a few of which directly address childhood
screening. A bricf synopsis of the language that specifically addresses childhood screening is as follows:

“lcach TennCare child must receive four screens at least annually: medical, vision, hearing, and dental.
Also prescribed in the decree is the development of uniform screening tools to be used to efficiently perform
screenings. An expert panel of pritmary care providers and developmental and mental health experts (the
EPSDT Screening Guidelines Committee) has been convened to develop a uniform screening tool for
primary care providers to assist them in determining whether a child needs further diagnosis or treatment
Jor mental health and developmental problems. The panel will also be developing hearing and vision
screening recommendations.” (Tennessee Justice Center)

The EPSDT Screening Guidelines Committee was formed in April 1998, as a result of the Consent
Decree. The purpose was clearly to develop recommendations for screening. Recognizing advances in
screening child development have been utilized in other arenas; the Comumittece's task was to offer
recommendations to promote their practical use in primary care setuings.

The recommendations developed for the State included prescribed hearing, vision, developmental
and behavioral timelines and screcning instruments for primary care providers 1o utilize during well chiid
visits and for interperiodic screening. The Committee, however, recognized that the implementation of
their recommendations should only be pursued following a trial period which allows for provider feedback
related to the clinical impressions of the screening recommendations, feedback concerning resource

requirements, communication of other concerns and difficultics encountered, and the general practicality of

the reccommendations. The State agreed to implement a pilot study to address these very issues.
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EPSDT Pilot Study in Shelby County
As the recipient of the EPSDT Pilot Study grant form the State of Tennessee, Department of
Iealth, Le Bonheur Children's Medical Center agreed to assess the utility and cffectiveness of the hearing,
vision, behavioral, and developmental screening guidelines proposed by the EPSDT Screcning Guidelines
Commitice. The implementation of the study was tailored to address the committee's needs as defined by
the group's drafted Scope of Services. The following objectives from the Scope of Services outlined the
workplan adhered to and the findings for the Study.
1. Identify a pediatric practice to serve as the subject practice of the pilot study and provide training to
members of the practice in the proposed screening guidelines.
2. Provide consultation and assistance to the members of the subject practices in implementing the
proposed screening guidelines.
3. Conduct medical record reviews for the purpose of assessing the utility and effectiveness of the
screening guidelines.
4. Survey the members of the practice on their perceptions regarding the utility and effectivencss of the
proposed screening, guidelines.
5. Provide a final report analyzing the utility and effectiveness of the proposed screening guidelines and
offering rccommendations for changes, if appropriate.
Protocol
It was established that "the purpose of the pilot study was to provide information on the use of the
recommended screening procedures with TennCare patieats in clinical practice sites™. The
recommendations consisted of acceptable subjective and objective screens and age appropriate
recommendations to assess vision and hearing. The developmental/bchavioral screens recommended
included age appropriate use of the Parents' Evaluation of Developmental Status (PEDS), the Child
Development Inventories (CDI), the Brigance Screens, and the Pediatric Symptom Checklist (PSC).
Two local pediatric practices were willing, to pilot the Comumittee's recommendations.
The practice-based course of the pilot consisted of two phases. Initially, the practices utilized ten of cach
of the developmental/behavioral screening recommendations (based on the child's age), with exoeption of
the Brigance, randomly on children scheduled for a well-child visit each of four age ranges: Eady
Childhood (ages 0-2), Pre-School Age (ages 3-6) School Age (ages 7-12) and Adolescents (ages 13 and
above). Following this phase (Phase One), a icvcl of comfort with the instruments was established, and the
sites randomly used the screens with approximately 15 children in each of the above mentioned age ranges.
This was to satisfy the revision in the Pilot Study format to utilize the screens in Phase Two on 30 children
in each of the four age ranges (15 per practice) instead of all children scheduled for a well child visit for a
month period of time.
Each practice had a pre-established routine for screening vision and hearing, that satisfied the

criteria established by the Committee. Documentation of current practice for vision and hearing screcning
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and the use of the recommended developmental/belavioral instruments during both phases of the Pilot
Study was formalized to assess the clinical efficacy of the Committee's recommendations.
Findings
Implementation of the Pilot Study was conducted during July and August of 1999, and the four
primary objectives were completed. The findings of the Pilot Study arc presented to share with the
Committee both limited quantitative and more qualitative feedback related to their recommendations
implemented in clinical practice. The findings are organized by objective and are reviewed in the
following paragraphs.
= Identification of a pediatric practice to serve as the subject practice(s) of the Pilot Study and
provision of training to members of the practice on the proposed screening guidelines.
Identification of the subject practices and training of the members of the practice on the proposed
screcning guidelines was completed shortly after the contract effective date. The two local practices
recruited to work with Le Bonheur Children's Medical Center on the EPSDT Pilot Study are referred to as
Practice A and Practice B. Similary, each of these practices routinely cares for children enrolled in the
TennCare program. Because of their size, location, and long-term presence in Shelby County, these
practices are intimately familiar with the issues effecting EPSDT performance by community providers and
were willing participams to pilot the committec's recommendations. The following table is a brief

description of the characteristics of each practice:

Practice A Practice B
e  Volumes 1500-2000/month 1300/month
¢ Well Child Visits 400/month 350-450/month
¢ TennCare Percentage 40% 70%
Providers:
- Physicians 3/day 2 (at present)
- Clinical Staff 4 Nurscs 1 PNP, 3 RN'S, 6 MA'S
- Office Saft ¢ 765

Initially, the Developmental Specialist and the Director of Developmental Pediatrics visited the
practices, introduced the purpose of the study, and reviewed the tools and recommendations with the
providers participating. Preliminary interviews were conducted to become familiar with current office
practices for EPSDT screcning and wellchild care. The physicians also sclected the office stafT that would
assist with the Pilot Study. Next, training on the screening recommendations and instructional review of
the developmental and behavioral tools was conducted. Sinee the clinical staff performs the majority of the

wellchild exam, training for these practitioners was covered in greater detail.
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«  Provide consultation and assistance to the members of the subject practices in implementing the

proposed screening guidelines.

As expected, the role of the Developmental Specialist was ongoing and continued well into Phase One:

although, with time, the practices became more comfortable. Interestingly, current practice patterns

markedly influcnced the acceptance of screening tools as part of the routine well-child visits. In addition to

initial and ongoing training and education in the practices, the Developmental Specialist worked closely

with the identified office staff to familiarize them with the recommended screening tools. The Specialist

modeled and assisted with the use of the developmental and behavioral instruments during Phase One (at

Practice A), and pamarily organized materials at Practice B. The Specialist was present when the practices

completed most of the screens and was instrumental in documentation and analysis of resource

requircments related to the screening recommendations. Her presence was invaluable in establishing a

Ievel of comfort in the practices with implementing the committec's recommendations.

¢« Conduct medical record reviews for the purpose of assessing the utility and effectiveness of the

screening guidclines.

The third pilot objective was to audit practice records to determine current practice for EPSDT well-

child visits. The developmental specialist conducted the chart audit of 48 records at each practice to

establish a baseline. The initial audits reviewed 12 charts in each of the above mentioned four age groups

for documentation related to any of the required EPSDT well-child visit screens, using the accepted

parameters established by the screening guidelines committee. A second chart audit on twenty (20) charts

was conducted at Practice A to document recent changes the practice had implemented to more

comprehensively perform well-child exams.  Audit results reflect documentation in the chart of an audit

acceptable screen in the identified area and are summarized as follows:

Heariag Vision Developmental Bchavioral
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Practice A:

Total = 48 18 | 10 S 2 26 1 30 18 2 2

Practice A:

Audit 2 1 10 S 10 19 9

Total = 20 e

Practice B-

Total =48 17 6 18 6 22 1 I 18 i

These results reveal that there were opportunities for improvement to adequately screen for all

arcas included under EPSDT. Becausc informal assessnient was acceptable for audit purposes, the number

of screens identified in the charts was close to half. There was also variability in how screcning was

performed and how screens were documented. Changes in current practice at each of the locations deserve

mention as well. Practice A has introduced well child check-up forms within their charts, similar to the 4

drafied preventative visit forms with the singfe exception being that their forms include developmental
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milestones rather (han utilized a separate screening instrument. The second record audit was a reflection of
the recent introduction of the forms into practice. Currently, all well-child exams are completed with the
new forms. At Practice B, this location has recently incorporated photoscreening into their well child
exam routinc.

Because of the change in the number of screens required during Phase Two, to thirty (30) per age
group, it was difficult to audit one month's visits after Phasc Two. After sharing this concern with the
Comumittee, the conclusion was to share more qualitative feedback regarding the recommendations.
Because of the changes in the Pilot Study structure, the primary benefit of the audit was the insight it
offcred about previous and current practice at each of the participating offices.
= Survey the members of the practice on their perceptions regarding the utility and effectiveness of

the proposed screening guidelines. '

Prior to and following the pilot, providers at each of the locations were surveyed about issues related to
screenings, EPSDT, and TennCare. Pre-pilot interviews solicited physician and staff opinions pertaining to
the study objectives and inadvertently fostered significant dialogue related to known TennCare strengths
and shortcomings. Post-pilot feedback was gathered using the survey developed by the Screening
Guidelines Committec and documentation of resource requircments tabulated from the Pilot Study. This
activity solicited provider feedback regarding the pilot objectives, the screening tools, and the resource
requircments associated with the Committee's recommendations. The issues introduced pre-pilot and post-
pilot arc consistent and are summarized later in this report.
= Provide a final report analyzing he utility and effectiveness of the proposed screening guidelines

and offering recommendatious for changes, if appmpﬁate.

To fully detail the practical implications of the Committee's recommendations, the findings are
organized into the following quantitative mecasurements and discussions sections. A total of two hundred
and ninc (209) children were screened during the course of the Pilot Study, and the practices and the
developmental specialist carefully documented screcn sclections and time requirements for Phase One and
Phase Two patients. The following tables quantitatively summarize the screen selections and time data
oollected for Phases One and Phase Two at Practices A and B.

Vision and Hearing Findings

As mentioned cardicr, both practices had pre-established routine for screening vision and hearing.
Therefore, compliance with the hearing and vision screening recommendations offered by the Committee
was not difficult. Practice A used the eye chart for vision and the handheld audiometry for hearing.
Practice B used the photoscreen for vision and both a whisper test (unacceptable practice) and audiometry
(acceptable practice) for hearing. The amount of time required for these screens is noted in the following
tables; however, the recommendations did not require any additional time of the sites, because these

screens were already in place.
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Pilot Study Phase One: Vision/Hearing Time Data

Vision 3 minutes S minutes
Hearing | minutes I minutes
Total Time 4 minutes 6 minutes

Pilot Study Phase Two: Vision/Heariag Time Data

Practice A Practice B
Vision 3 minutes 4 minutes
Hearing I minutes - 1 minutes
Total Time 4 minutcs ) 5 minutes

Documentation for the Pilot Study may have required an additional step; however, in standard
practice, clinicians should simply document these screens in the charts. Accepting both subjective and
objective screens for vision and hearing compliments current practice. Also, establishing parameters for
vision and hearing screens as defined by the Committee may assist providers to better document current
practice or to introduce missing aspects of the EPSDT well-child exam. Subjective and objective
alternatives also are considerate of practices that operate within tight financial limitations. An opportunity
for improvement, that will be determined by future decision regarding newborn hearing screens, is to
identify and address issucs that hinder primary care providers receiving verification of newborns hearing
scroen results from birthing facilities for their assigned enrollees. Documentation of vision and hearing
screens in the charts is an opportunity as well. Some practitioners routincly performed the screens as part
of a well child visit but because of limited reimbursement poteatial, only documented in the chart the visit.
In general, the vision and hearing recommendations did not unduly burden the practices participating in the
study but do highlight opportunitics for improvement in these areas.

Developmental and Behavioral Findings
During Phase One, there were thirty-six (36) children screened at each practice. The screén

selection was random but usmg ten (10) of each of the recommended screens in each practice with the

* exception of the Brigance screens (Six (6) Brigance screens per practice were completed) for a total of
seventy-two (72) children. During Phase Two, one hundred and thirty-seven (137) screcus were performed
using the preferred screening instruments but with a goal of thirty (30) children in total for cach of the
carlier mentioned age groups. Successful screening of this number of children in the younger age groups
was accomplished, because many children in these age groups were in the office for school exams. Close
to thirty (30) screens were performed in the 7-12 and 13 and above age groups; although during the time
the study was completed, there were not quite enough scheduled well-child visits for children in these age
ranges. The following table refiects the total number of children (Practice A and Practice B) by age

screened during Phase Two.
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Phase Two Ages Ages Ages Ages 13 and Total
0-2 3-6 7-12 above
Screens 34 51 29 23 137

The most frequent opinion expressed about the implementation of the developmental/behavioral

screening recommendations in clinical practice pertained to its costs. The additional cost was directly

associated with the additional time required of each exam. The providers also strongly expressed concems

with the cost associated with introducing these screens in their practices and given the already limited

reimbursement for well child exams and primary care. Both locations are strongly opposed to introducing

the screens within the current reimbursement fee structure. Practice staff are already overwheclmed with

administrative responsibilities related to managed care, and the introduction of these screens would further
impede available time for clinical practice. The amount of time required per screen was carcfully
documented throughout the pilot study. The following tables summarize the time requirements calculated

for the developmental/bchavioral screens in the participating practices.

Phasc One- Practice A Time Data

Screens Practice A Time Number Completed
PEDS 5 minutes 10
CDI IDI 2.5 min. 5
Early CD Inventory
0
PDI 8.5 min.
5
PSC 5.5 minutes 10
Brigance 20.5 minutes 6
Total Screcas 36
Phase Two - Practice A Time Data
Screens Ages Ages Ages Ages Total By
0-2 3-6 7-12 13 & up Screcn
PEDS N=3 N=13 =4 - N=20
T= 4 minutcs T= 3.5 minutes =13 minutcs
CDhI N=16 N=11 - - N=27
T= 2.5 minutcs T=10 minutcs
PSC - N=1 N=11 N=15 N=27
T= 4 minutcs T=5 minutcs T=4.5 minutes
Brigauce - - - - -
Total By 19 25 15 15
Age .
N= Number T=Time
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Phase One - Practice B Time Data

Screens Practice B Time Number Completed
PEDS 3.5 Minutes : 10
CDI IDI 3 min 5
Eady CD 3.5 min. 2
Inventory
PDI 8.5 min. 3
PSC 4.5 minutcs 10
Brigance 20 minutes 6
Total Screens 36

Phase Two- Practice B Time Data

Screens Ages Ages Ages Ages Total By
0-2 3-6 7-12 13 & up Screen
PEDS N=4 N= 14 N=1 ) N= 19
T= 3 minutcs T= 4 minutes T= 3 minutes
CDI
N= 11 N=11 ~
T= 3.5 minutes { T= 5.5 minutes i i N=22
PSC _ N=1 N=13 N=8 N=22
T=5 minutcs T=4 minutes T= 5.5 minutcs
Bagance - _ _ - _
Total By Age N=15 N=26 N= 14 N=8
N= Number T= Time

The sclection of the developmental and behavioral screens deserves mention.  Although both
locations appreciate the value of the Brigance instruments, they expressed tremendous concern about the
appropriatencss of its use in primary care settings. Concemns expressed were related to the time
requircments to complete the screen and other office variables such as noise, parcat/carcgiver/sibling
presence, space, cultural bias, and staff availability which influence the accuracy of the Brigance's findings
in a primary care setting. Both practices completed six (6) Brigance screens each on young children (ages
ranging from two to five) during Phase Onc but felt strongly that it was an obstacle to not only the efficicnt
complction of the well-child exam but also to the daily routine of the practice. Acceptance of the
remainder of the screen recommendation was cautious. The Infant Development Inventory (ID1), the
Parent's Evaluation of Developmental Status (PEDS), and the Pediatric Symptom Checkdist were the least
cumbersome in the pilot scttings. Even the Eady Childhood Development Inventory and the Preschool
Development Inventory could be lengthy and time-consuming, It was noted that parcat questionnaires
completed by provider interview elicited more information. Otherwise, some parent's simply mark short
answers. As expected, parent inferview was more time consuming. Providers recognized the significance

in soliciting information from parents/caregivers that they otherwise may not generally offer. The screens
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also highlight to the provider concerns that may require more specific follow-up. The practices identified
concerns, however, related to other variablcs such as literacy, increased paperwork, diffcrentiation of
insurance providers, non-compliant familics, and already identified conditions, delays, or disabilities.
Equally as important as the outcomes specific to the pilot, the providers identified issues that can be
generalized to the other providers across the state. The next section thercfore incorporates these issucs
from the Pilot Study in the context of broader healthcare factors.

Discussion

In a recent position statement from the American Acadenty of Pediatrics (AAP), it is stated that
the EPSDT bencfit should include, as part of the well-child visit, developmental assessment, anticipatory
guidance, vision and hearing testing, and behavioral assessment (RE9918). Scveral of these components
mirror the foundation defined by the EPSDT Screcning Guidelines Committee. These same componcents
were the subject of the Pilot Study to evaluate the implications of uniform screcning recommendations and
to solicit practical considerations from the implementation of their recommendations in a clinical practioc
site.

In the literature, “a growing number of developmental specialists are urging pediatricians to use
standardized parent questionnaires to detect developmental disabilities in children"” (Pediatric News,
August 1999). The same article says the AAP Committee on Children with Disabilitics plans to highlight
and endorse the use of parent completed tools in primary care settings. The change from the carlier
endorsement is a result of research that validates the usc of parent completed questionnaires in primary carc
settings. This acceptance was mirrored in the Pilot Study. The parent completed questionnaires in clinical
practice provided useful clinical information to incorporate into the well-child exam. The tools were useful
resources for providers and caregivers to increase awarencss of developmental milestones and highlight
opportunities for anticipatory guidance. The recommendations developed for vision and hearing screening
were sinilarly well received. Both practices as part of the routine well-child exam performied screens of
vision and hearing within the paramcters developed by the Comumitice. The clinical valuc of cleady
defined and validated expectations of primary care providers pertaining to the performance of screens for
the well-child exam was therefore well reccived by the Pilot Study practices.

Fecdback concerming resource requircments adds insight however to the practicality of additional
specific expectations of primary care providers. The parent completed questionnaires required of the
practices an additional three to five minutes per exam to complete. One provider expressed, "It may not
scem like much but when you multiply it out across the board, it really adds up and puts everybody
behind". Similardy, the vision and hearing screens require procedure time; however the participating -
practices already incorporated them into their practioe routine.

Initially, it was difficult to incorporate the recommendations into the practices' routines although
with time, their comfort levels improved. Each practice's on-site acocptance of the reconunendations
varied. The responses in actual practioe ranged from acceptance and cathustasm to skepticism and
frustration. It was clear in these practices (and expected in practioes across the State) that there is
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variability in practice routinc and approach to achicve EPSDT compliance. Both practices had
implemented recent practice specific changes to more comprehensively fulfill EPSDT requirements. A
consideration for the Committee is therefore to recognize ongoing efforts by some providers. The
recommendation is (o also include parameters for cach domain defining acceptable practices for providers
currently incorporating comprehensive screenings into their well child exam.

Other concerns worthy of note were related to training and education. Although the intent of the
pilot was well understood, the training on each screcning tool, the indicators for referral, and the
documentation requirements were all opportunitics for discussion during the Pilot Study. These responses
of the practices highlight the importance of training and communication that should be addressed in the
final reoommendations.

"Successful early identification of developmental disabilitics and delays roquires the pediatrician
(and other providers) to be skilled in the use of screening techniques and of developmental surveillance, to
actively seck parental concerns about development, (behavior, vision and hearing), and to create linkages
with resources in the community® (AAP, RE94140). Recommendations and resources to facilitate practice-
based screening will be the comerstone of more successful early identification. However, to be practical,
the recommendations for EPSDT screening presented must also carefully balance qualitative benefit,
impact on access, and cconomic implications. |

Practices will gain expericnce with validated screcning approaches and improve documentation
for audits by managed care organizations (MCO's) and other third party payers. Practices with improved
screening protocols will also introduce basclines for tracking children that may be at increased risk for
developmental disability and/or delay, and for vision and hearing impainuents. Improved screening,
mechanisms should facilitate improved acoess for children at risk or with identified developmental
disability and delay, behavioral disorder, vision impairment, ot hearing loss to diagnostic or rehabilitative
resources.

However, the coordination of care including services rendered by specialists and other therapeutic
providers for children identified will require more of the medical home provider. Inefficicncies related to
the involvement of additional diagnosis, treatment and follow-up have in the past created barricrs in
communication with the primary care provider, resulted in inappropriate utilization of resources, and
caused familics and their children to be challenged by a poorly coordinated system. Improvements in
access, therefore, also demand improvements in addition to the mcans of screening, Additional
requircments of providers also risk interfering with access to primary care providers. The increase in the
average length of a visit could docrease the number of visits per day. More cumbersomie well-child exains
could result in fewer scheduled per day; to allot for screcaning and the office visit, and hence reduce access
in an alrcady tightly scheduled practice.

Lastly, both practices, before and after the pilot, expressed issucs with the cost of mandatory
utilization of specific screens. Their concerns were related (o the costs of the screens themselves and to the

resource requircments of existing clinical and office staff in terms of preparation time, coding and
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documentation, and practice efficiency. Their opposition stems from that the EPSDT requirements on
States are part of a grossly underfunded Medicaid program. Providers already struggle with current
mechanisms of reimbursement. Therefore, more than likely, the introduction of additional requirements of
providers will result in an increased demand for reconsideration of current financial arrangements including
reimbursement outside of the current capitation ratcs. The cost (o providers will surface in terms of clinical
staffing, supplics, and other administrative arcas (i.c. office staff, coding and documentation, referrals,
follow-up, etc).

The Pilot Study has been an opportunity for provider feedback to the EPSDT Screening
Guidelines Committee. The clinical impressions of clarified screening recommendations has been positive.
The practices, however, have true concerns abdut resource requirements, the communication of
information, and practice support. Most importantly, the general practicality of the recommendations from
their perspective is directly related the financial impact of the recommended changes and the adequacy of
reimbursement mechanisms.
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SUMMARY OF MCO CASE MANAGEMENT ACTIVITIES

Case Management activities have grown and developed in all MCO’s in 1998 and 1999. Some
'MCO’s have extensive Case Management programs and other MCO’s have programs that are
evolving, as their Utilization Management processes become more sophisticated. Most Case
Management programs have not been in place long enough to reflect any statistical data
representing outcomes related to Case Management/ Disease Management programs.

STAFTF EDUCATION/ORIENTATION

MCO’s with continuing CM education/orientation include:
Xantus, Prudential, John Deere, Omni, Blue Cross, Access Med, Vanderbilt, and TLC.

MEMBER EDUCATION

MCO’s with member education through newsletters &/or member handbooks include:
Xantus, Prudential, John Deere, Omni, Blue Cross, Access Med, Vanderbilt, and TLC.

INTERNAL CM PROGRAMS

MCO’s with internal Case Management programs include:
Xantus, John Deere, Omni, Blue Cross, Access Med, Vanderbilt, and TLC.

DELEGATED CM PROGRAMS

MCO’s that delegate their Case Management programs include Prudential who delegates to
MedPartners, and PHP who delegates all UM activity to THP.

There were no noted deficiencies in case management activitics from annual MCO surveys,
however PHP had a recommendation that UR criteria for all delegate vendors be reviewed and
approved on an annual basis. PHP delegated UM to THP on January 1,1999, and had a summary

report from the audit findings. THP submitted a corrective action plan that was approved by
PHP.

AREAS OF SPECIAL INTEREST

Casc Managers at Blue Cross have authority to make referrals to specialists and authorize other
resources and services without going through the PCP.

AccessMed conducts a Case Management Certification class for their stafl

VHP expanded the Case management program to include a review of the Case Management
Society of America (CMSA) standards.

Xantus has separate CM and DM Policy and Procedure Manuals



Case managers at John Deere can make referrals using approved case management standing
orders. )

TLC has a community resource manual that lists self-help groups, mental health services, vision
and hearing services, housing and day care services.

Al MCO’s measure their performance against predetermined benchmarks or are planning to do
S0.

Case Managers at most MCO’s act as the MCO’s contact with schools IEP, DCS, and state
health departments.

Be. 11/8/99
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DRAFT 8, 1/12/00
HEALTH PLAN FOR CHILDREN IN STATE CUSTODY

Principles

Children in state custody often have a greater incidence of physical, behavioral, and
developmental problems. This is a plan for building a system that provides the
services needed for these children and is guided by the following principles:

1.

10.

11.
12.

13.

Complete EPSDT screening exams are needed on entrance into custody to

allow for appropriate planning of any care that might be needed.

A. Screenings done by the primary care provider encompass physical,
developmental, and behavioral health components using tools
approved by EPSDT advisory committee.

B. Dental screenings will be arranged with dentists.

C. A -more in-depth behavioral health screening should be done by a
behavioral health provider unless adequate justification is documented
that such a screening is not warranted.

Appropriate care should be provided as close to the place of residence as

possible and build upon the patient’s and family’s strengths and needs.

Specialty and dental care should be available to meet all needs of these

children.

Service coordination or case management is a critical component for any

health system of children in custody — both white the child is in custody and

during the phase of transitioning out of custody.

A health system for children in custody should be designed to allow for

evaluation of the system as well as health outcomes of the children it

serves.

The flow of health information within the system must allow for providers,

DCS, and MCO’s/BHO’s to appropriately manage the care of children.

The system must include a sufficient array of services to assure that a

child’s needs are met on an individualized basis building upon the child’s and

family’s strengths and, to the degree possible, furthers the goals of the

permanency plan. ,

As the system is developed, Best Practice Network Providers will be created

and Best Practice Guidelines will be established and followed.

Since behavioral health issues are prevalent in this group of children, an

emphasis should be placed on this component of care.

Centers of Excellence for children’s services should have a far greater

appreciation for this population’s health needs based on their medical

expertise and role in the medical community at large.

The input of caregivers is needed to design a system for children in custody.

The needs of TennCare eligible children for health/behavioral health services

should not influence custodial decisions.

All parties having a role in the provision of health/behavioral health services

will act as an integrated, collaborative team collectively serving in the best



interest of the child, including but not limited to the network providers, COE,
MCO, BHO, and DCS.

The TennCare Bureau, Department of Children’s Services, tertiary pediatric centers,
private physicians and mental health providers, Departments of Health and Mental
Health propose a collaboration to develop, implement and maintain a system which
will meet all the challenges and live up to the principles stated. It is the objective of
this plan to have a comprehensive system of physical, behavioral and dental health
services available to meet the needs of custody children by the end of Year 2.

DEFINITIONS

A.

m

A “Center of Excellence” (COE) is a tertiary care center that
possesses, or is in a position to quickly develop, expertise in
pediatrics, child behavioral health issues (including aggression,
depression, attachment disorders and sexualized behaviors) and the
unique health care needs of children in custody. (The five tertiary
pediatric sites which currently are tertiary care centers for pediatrics
and will be considered to perform functions of COE are in Johnson
City, Knoxville, Chattanooga, Nashville, and Memphis. This does not
preclude other sites being designated if later determined to be
important to the system of care.)

The term “Best Practice Network” (BPN) refers to a group of
providers (primary care, behavioral health, and dental) who have the
interest, commitment, and competence to provide appropriate care for
children in custody, in accordance with the terms of this Remedial
Plan and statewide best practice guideiines.

The term “Children with Special Health Needs Panel” (CSHN Panel)
refers to an entity comprised of those members identified in this
Remedial Plan whose responsibility will be to advise concerning the
development of a health service system for children in state custody.
The “Executive Oversight Committee” is composed of representatives
from TennCare, Department of Children’s Services, plaintiff's
attorneys, defendant’s attorneys, a representative from the Ceunters of
Excellence, and an agreed-upon consultant. It will have primary
oversight for the implementation of this plan.

Medically Necessary (definition in MCO and BHO contracts)
Screenings — the initial examination (physical, behavioral, and
developmental) to determine if there are problems, or suspected
problems.

Assessments — used in this document to mean an examination of a
more diagnostic nature after a screening examination detects a
real/suspected protlem.

ESSENTIAL COMPONENTS OF HEALTH CARE SYSTEM

A.

CENTERS OF EXCELLENCE

Pediatric tertiary care sites presently functioning in Tennessee will
serve as Centers of Excellence (COE) for this health system. These
sites already provide referral services for children and youth because




of the expertise they have for physical and developmental health
problems of this age group. During the first year of operation the
centers have agreed to accept the role outlined below. During this
first year they are willing to explore additional functions or activities
that might best be performed by them. Should the CSHN Panel
recommend additional activities for the COE, and these are approved
by the Executive Oversight Committee (see Steering and Monitoring),
or should the Executive Oversight Committee recommend additional
activities, then negotiations will occur for these to be done the
second year by COE’s.

Role of Centers of Excellence

The COE's will play different roles in care of custody children. For
one group they will provide all, or the majority of, on-going care; for
another group they will provide consults; and the remaining children in
custody that have no direct contact with the COE’s will benefit from
their capacity, training, and quality assurance role for the system.as a
whole.

1. Recommend statewide best practice guidelines to CSHN Panel.

2 Provide training and in-service to Best Practice Network (BPN)
and DCS providers and DCS staff.

3. Provide multidisciplinary evaluations, care plans and on-going
care to children in custody when indicated.

4. Direct a system needs assessment inclusive of educational

needs of providers, participating and non-participating
providers, agencies providing services for children with special
needs, availability of a continuum of services for children in
custody, and other components as determined by the COE.

5. Assist DCS in developing protocols for direct referral to the
COE, rather than a DCS Diagnostic and Evaluation Center, for
certain exceptional cases.

6. Coordinate appointments for referrals and telephone
consultations for specialized care for custody children,
including notification of the BHO and MCO.

7. Provide follow-up contacts with caregivers, providers, and
DCS to assure compliance with care plans of children seen at
COE.

8. Provide consultations to BPN and DCS providers on special
needs children (health and behavioral health).

9. Assist MCO’s and BHO's in the recruitment of BPN providers

by providing suggestions as well as names of providers willing
to participate. It is understood the final responsibility for
contracting for providers lies with the MCO’s and BHO's.

10. Act as safety net provider for health and behavioral health
needs of children in custody; assess the system to recommend
strategies to strengthen the local health care system to
decrease the need for the safety net function.



11.

12.

13.

Participate in developing a quality assurance process for the
system.

Determine when services are to be provided and reimbursed
(by either MCO, BHO, or TennCare) if ordered by PCP or
behavioral health provider but denied by the MCO or BHO.
Determine when specialist can serve as PCP on special cases
where this is deemed in the child‘s best interest and the
specialist is willing to accept this role. If an MCO already has
a mechanism established allowing a DCS care manager to
determine this, the COE does not have to be contacted.

BEST PRACTICE NETWORKS
There will be two categories in the BPN:

1.

The primary care providers (PCP) who not only administer
basic health care, but also coordinate all physical and
behavioral care of each child assigned to them. They maintain
all health records on each child they serve whether the care
was provided by COE, another specialist in the BPN, or a
behavioral health provider.

Specialty health, behavioral health and dental providers

These providers will be recruited for the Best Practice Network
to have easy access to services, but will not have the case
management responsibility of the PCP.

While the PCP BPN is being developed, DCS will continue to
use the providers who now serve their children. As the
network is developed, DCS will arrange for screenings and
care to be provided by BPN PCP’s. The 95 county health
departments will serve as a safety net for EPSDT screenings
during the first year when these cannot be obtained through
private providers, in or out of the BPN. The local health
departments will be considered for PCP in BPN during the first
year when other providers cannot be obtained-and in the areas
where primary care is available.

An adequate number of behavioral health professionals with
appropriate expertise for custody children will be contracted by
the BHO's to provide the behavioral health screenings and
assessments as well as the medically necessary care that will
be needed. It will be the rule rather than the exception, to
screen all children coming into custody by behavioral health
provider except those for whom there is adequate justification
that a screening is not indicated (ex. young infant being
adopted) as determined by the EPSDT exam of the PCP.
Behavioral assessments will be conducted as clinically
appropriate.



Role of the Primary Care Physician in Best Practice Network

1.

10.

11.

12.

13.

Provide EPSDT screenings and make referrals for
behavioral assessment (also document why a behavioral
health assessment is not indicated on children for
whom this is not ordered}.

Provide primary care and coordinate all care including
outpatient behavioral services.

Order referrals for dental and behavioral health
screenings when indicated; refer to local physical and
behavioral health professionals for specialty care; refer
to COE's for specialty care when indicated; coordinate
referrals with MCO/BHO.

Request telephone consultations from COE.
Communicate with caregivers on plan of care.
Maintain all health information on children assigned to
them regardless of who provided the care (COE, local
specialist, behavioral health provider); report to Health
Unit of DCS any time health information on a child is
not forwarded in a timely manner to allow for
appropriate evaluation and care. (This will be done
within the confines of the federal confidentiality laws.
A protocol will be developed for the sharing of health
information among the providers of this system.)
Forward pertinent information to providers seeing
children on referrals.

Utilize (and document) best practice guidelines for care
when developed and adopted by Panel and Executive
Oversight Committee and document rationale for
variation of best practice guidelines.

Review information provided by state or COE on caring
for children in custody.

Participate in evaluation of system and outcomes with
COE’s, MCQ’s, BHO's, and Panel.

Participate in TennCare MCO's and BHO's serving their
area.

Participate in COE provided training relative to
behavioral health assessments and interventions.

For children with on-going care needs (who are not
receiving direct care from COE and therefore, will not
have a care plan developed by COE) develop a care plan
and incorporate all the treatment needs of the child.

Incentives for recruitment of the PCP in the BPN will be: (1) a
higher reimbursement rate for initial EPSDT exams; (2) a
monthly case management fee in addition to what the MCO is
paying the provider for the services; (3) training and in-service
provided by COE; and (4) more efficient method for obtaining
services from other providers for children. (When the PCP of a



BPN orders a referral and the MCO or BHO denies the service,
the PCP can contact the COE for approval and the service will
be provided and reimbursed.)

Role of the Behavioral Health Providers in Best Practice

Network

1. Provide initial screening when referred by PCP; provide
behavioral assessments when clinically indicated.

2. Provide behavioral health care when children are
referred.

3. Forward information from screenings, assessments, or

care to PCP in BPN; forward information to COE when
requested; communicate information to BHO as
requested to coordinate care.

4. Participate in developing best practice guidelines.

5. Utilize best practice guidelines when established and
adopted by the system; document when a variation
from the BPG is indicated.

6. Assist TennCare and BHO in evaluating the system and
care.

7. Participate in TennCare and BHO as contracted
provider.

8. Review information received from state and COE on
how to best provide care for children in custody.

9. Participate in training provided by COE’s for behavioral

health assessments and interventions.

10. Coordinate care with BHO's in the form of eligibility
checks, registration of care, and concurrent
review/development of treatment plans when indicated.

Role of Other Providers in Best Practice Network

1. Dental providers will do screenings and provide care to
children in custody; share health information with PCP;
participate in TennCare MCQ's in the area.

2. Medical specialists will provide assessments and care
when referred by PCP; share health information with
PCP; participate in TennCare MCO's in the area; follow
best practice guidelines when developed; participate in
evaluation of system and care of children.

TennCare is responsible for monitoring networks and eniorcing
standards for an adequate network according to contracts with
MCO’'s and BHO's. The contracting of providers will be at the
discretion of the managed care organizations.

C. MANAGED CARE AND BEHAVIORAL HEALTH ORGANIZATIONS
Since TennCare MCO’s and BHO's are critical to the success of this
health plan for children in custody, there will be one representative



from the MCO’s and one from the BHO's included on the CSHN

Panel.

Role of MCO's and BHO's

1.

@

Participate on CSHN Panel through one MCO
representative and one BHO who have appropriate
expertise in pediatric health and behaviora! health
issues.

With TennCare Bureau develop the procedures for
determining reimbursement when service was denied by
MCO/BHO but approved by COE; when a covered
service has been requested by a COE, or by a BPN
provider with the concurrence of a COE, and the
MCO/BHO does not believe the service is medically
necessary, the MCO/BHO will be required to authorize
the service. The MCO/BHO will then have the option of
appealing to the state after the service has been
delivered if the MCO/BHO believes the service was not
medically necessary. If it is determined on appeal that
the service was not medically necessary, the MCO/BHO
will be reimbursed by the state for the cost of delivering
the service.

Contract with BPN providers.

Develop procedures for assigning children in custody to
BPN PCP’s.

Assure that networks are adequate and meet the
TennCare contract standards of access and availability;
work collaboratively with Panel and COE’s to recruit
providers where needed.

Assist in developing best practice guidelines.

Continue to manage and be responsible for all aspects
of the TennCare program (for MCO’s) and TennCare
Partners program (for BHO's) as specified in contracts
with TennCare.

D. TENNCARE BUREAU (IN THE DEPARTMENT OF FINANCE AND
ADMINISTRATION)

Provide direct reimbursement for initial EPSDT screenings

(medical, dental, and behavioral).

Provide a per member/per month case management fee to

PCP’s in BPN for custody children.

Develop a process for reimbursement in “Reverse Medical

Necessity” scenarios {(When COE deems services to be

indicated, they will be provided and the provider will be

reimbursed. TennCare will determine the process for

determining whether the MCO or BHO should pay for these

services or TennCare.)

1.

2.



&2

Continue reimbursement for physician case management and
reverse medical necessity for 90 days on those children
leaving state custody who have required on-going involvement
of COE in care. (COE provided more than a clinical evaluation
or consult. Multiple consults or visits were needed and
continue to be needed during the transition period.)

Assure adequate network (as defined by contract) of physical,
behavioral, and dental health providers with appropriate
expertise for children in custody.

Contract with COE’s to provide services negotiated for the
mandates of this plan.

Fund a needs assessment for this health system for custody
children.

Provide available encounter data to support the quality
assurance and monitoring.

Provide resources for staffing CSHN Panel.

Participate on both the CSHN Panel and the Executive
Oversight Committee.

DEPARTMENT OF CHILDREN'S SERVICES

1.

2.

Maintain responsibility of seeing that children in custody
receive appropriate health services.

Provide care coordination as listed under £. CASE
MANAGEMENT, DEPARTMENT OF CHILDREN'S SERVICES.
Provide a representative to CSHN Panel and Executive
Oversight Committee.

For services provided by DCS, assure that these are utilized
according to needs of individual children and not according to
slots/placements available in the system.

CASE MANAGEMENT

1.

DEPARTMENT OF CHILDREN'S SERVICES

Care coordination is now provided by DCS case managers
while a child is in custody. The DCS health units assist them
in making referrals and obtaining care for children.

The Role of DCS in Case Management

A. Assuring appointments are made for EPSDT and
referrals for care.

B. Assuring assessment and care plans always get to PCP.

C. Assuring appropriate medical information always gai. w

provider who is doing consultation or specialty care.

Contacting COE for appointments or consults.

Supporting caregivers to see that the plan of care is

implemented. _

. Coordinate with other child-service agencies in the
community including working with school or child care
staff when indicated for meeting needs of the plan of

mo

8



care; DCS will attend school meetings when IEP is
developed when possible and advocate for child; COE's
will be consulted when a child is not progressing under
the IEP and having educational problems.

G. Arranging for transfer of records from one PCP to
another when a child is being transferred to another
geographical area; records will be forwarded before
transfer if possible but within a week otherwise.

H. Seeking consults (health unit nurse or psychologist)
from COE when DCS feels the child is not making
progress as expected, or is worsening, and the PCP
refuses to consult or seek re-evaluation.

I Arranging services for transitioning children out of
custody; assuring targeted case management services
for 90 days for children transitioning out of custody
who have required on-going involvement of the COE in
provision of care; providing up to 9 months of case
management services after termination of state custody
if requested by the COE.

J. Health care units will follow-up on any complaints that
information concerning custody children is not getting
to providers in a timely manner to provide appropriate
evaluation and care.

K. DCS will develop re-entry measures specifying the
number of children returning to custody, the reasons for
return, and the length of time from termination of
custody to re-entry.

L. When care plans are developed by Best Practice
Network Providers or the Centers of Excellence, case
managers will incorporate care plans in staffings held
for the child, and will access services consistent with
the needs identified in the care plan.

PRIMARY CARE PROVIDERS IN BEST PRACTICE NETWORK
The PCP is the real case manager in this network because this
is the one provider that all children will have.

The role of the PCP in case management

A. Maintain all the health information on the children
including behavioral health; (A protocol will be
developed for the system to allow for sharing of
information within the confines of the federal laws for
confidentiality.)

B. Coordinate health services and be the case manager
requesting assistance from DCS case manager in
following up and assuring plan of care is implemented.




C. Consult with COE's when they need additional help in
managing a case; coordinate these referrals with
MCO/BHO.

The PCP must always be notified when a child is being
transitioned out of custody (as well as the behavioral health
provider if applicable) and requested to follow the child more
closely. The PCP will notify DCS when he/she feels more
intense case management (as defined by the consent decree
and Medicaid regulations) is needed by DCS or DOH and this
will be noted on the child’s data record at DCS for tracking
and evaluation purposes.

CENTERS OF EXCELLENCE

The PEDIATRIC COE’s have significant expertise in children’s
medical and behavioral care, and will be utilized to develop
care plans on the most complex cases of children in custody.
Since they may be a great distance from the place of residence
of the child, the PCP is in a better position to case manage and
see that the care plan is implemented. Behavioral health
treatment plans will be generated using the BHO approved
format. BHO’s will be involved in treatment plans when
coordination of referrals and intense follow-up is required.

However, the COE will provide services which will facilitate
following the children in custody.

The Role of the COE in Case Management

A. The care coordinator at COE is available for DCS to
contact to arrange all the referrals as well as telephone

" consultations; this person also assures that information

sent from DCS or PCP gets to the specialist seeing the
child; that care plans developed by COE are sent to PCP
and DCS.

B. Designated staff at COE will provide telephone follow-
up to caregivers, DCS and PCP for care of certain
children in need of intensive follow-up.

DEPARTMENT OF HEALTH

The department has existing programs designed to support
children in school, follow children at risk of developmentai
delays and child abuse and neglect, assist children with
chronic medical conditions access the services they need.
When children are transitioning out of state custody and are at
risk of being re-admitted to custody, when DCS requests
assistance in following such children; DOH will provide care
coordination and support service according to an agreed upon
contract with TennCare for this targeted case management.
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TRACKING
The tracking system is to allow evaluation of the system as well as
assessing the quality of care of children. The major questions that a
tracking system must answer are (a) Are needs for custody children
being identified? (b) Are services being delivered in a timely manner?
(c) Are outcomes documented (including school performance where
relevant)? (d) Are re-assessments made in a timely manner when
progress s not made according to the care plan? (e) Are revisions of
care plans made when progress is not made? The Department of
Children’s Services has the TNKIDS data system designed and
implemented in some areas of the state. This system is unique and
could possibly contain all, or most, of the components needed to
meet the two objectives. A group representing various entities of
state government, the academic centers and individuals with
expertise in program evaluation will review the system to determine:

1. If elements should be added to this system which will assist in
evaluating services for children;

2. If additional information is needed for evaluation, and ways to
retrieve this data;

3. Who can (feasibly and legally) have access to this system; and

4. What enhancements need to be made to meet the evaluation

needs established by the CSHN Panel.

STEERING AND MONITORING COMPONENTS

1. A Children with Special Health Needs Panel will be appointed
to advise on the development of the health system for children
in custody.

The Role of the Children with Special Health Needs Panel

A. Develop a plan for building the best practice network.

B. Direct a needs assessment to determine the resources
and gaps in services for children in custody; the
educational needs of providers.

C. Determine components needed for monitoring and
tracking system:

+ Review TNKids data base of DCS and C-Port of
Tennessee Commission on Children and Youth;
recommend modifications of these to enable
monitoring of this remedial plan;

¢ COE's will study the feasibility of developing ain
electronic tracking system which would contain all
health information of custody children and could be
monitored by COE’s to determine the quality of the
system as well as the progress and outcomes of
individual children; CSHN's Panel will review any
plan submitted by COE’s and make a
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recommendation regarding the feasibility and
effectiveness.

+ If the total electronic tracking system is not felt to
be feasible, or if it is to be developed but will take
more than one year, then the CSHN's Panel will
recommend a methodology for determining:

(1) H children not referred to COE’s are getting
appropriate care; and
(2) are children referred to COE’s getting appropriate

care.
D. Adopt/develop recommended Best Practice Guidelines.
E. Adopt a process to assure quality in the system.
F. After assessing needs of system and progress made

during Year 1, recommend to Executive Oversight
Committee goals, objectives, and timelines for Year 2.

In order to complete these duties, there will be staffing
provided for this Panel by the TennCare Bureau.

Members of the Panel will include:
¢ Commissioner of Health
+ Commissioner of Mental Health/Menta! Retardation or
designee '
Representative of TennCare
Representative of DCS
Representative from each Center of Excellence
Five practicing pediatricians — one from each catchment
area of COE’s
Mental Health Professional
Dentist recommended by Tennessee Dental Society
¢ MCO Medical Director and BHO representative with
expertise in children’s behavioral health issues
Attorney for plaintiffs
Attorney for defendants
An appointment by plaintiff's attorneys who has expertise
in children’s health issues
¢+ Foster parent

* & o+ o

*

The members may wish to establish committees and ask
various health professionals, representatives from vaiious
groups, or individuals with specific areas of expertise to work
with a subcommittee to assess or plan on a particular
component of the plan. These panel members may elect by
2/3's majority vote to add up to three members to the Panel.

Because behavioral health issues are prevalent and often
severe in children who are in custody, the Panel will appoint a



Behavioral Health Subcommittee to address: BPN, protocols for
Diagnostic and Evaluation Centers; Best Practice Guidelines;
and innovative strategies for building behavioral health
capacity in rural areas.

This panel will convene meetings as frequent as necessary to
complete its task but will also maximize teleconferencing
whenever possible.

2. Executive Oversight Committee
This committee will consist of:
Representative from TennCare
Representative from Department of Children’s Services
Commissioner of Health
Plaintiffs” and Defendants’ attorneys
Consultant (agreed upon by State and Plaintiffs)
One representative from COE‘s

* ¢ S+ 4 o o

This Executive Oversight Committee will have primary
oversight for this health plan and will:

A. Monitor the progress of the Remedial Plan.

B. Negotiate any modifications to the Plan and the
Agreement.

C. Review the recommendation from the CSHN Panel for

Phase Two or Year 2; finalize Year 2 goals; objectives
and timelines for the health plan.

SAFETY NET ISSUES
1. EPSDT ASSESSMENTS

A. Physical health assessments — The local health
departments will serve as safety net providers until the
BPN is fully developed.

B. Dental health assessments — Local health department
will provide safety net where dental services are
available; Out of network providers will be utilized if
MCO has inadequate network. (TennCare will be
notified to enforce standards regarding network

adequacy.)
2. BEST PRACTICE NETWORK
A. During phase one or the first year of operation, PCP

providers for DCS will be utilized; as the BPN is
developed, children will be assigned to these PCP’s;
during this phase if there is no BPN PCP, the local
health departments with primary care capability will be
considered for BPN PCP also.

B. The Safety Net for any child who has severe, acute, or
complicated problems (medical or behavioral) will be the
COE’s. A Behavioral Health Subcommittee will be
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C.

appointed by the CSHN Panel to address protocols used
by DCS Diagnostic and Evaluation Centers; they will
develop a system to assure that children with more
complex and urgent behavioral problems get
appropriate care and a continuum of care to meet their
needs.

The Dental Safety Net will consist of the COE’s with
this capacity as well as out of network providers.

3. TENNCARE

A.

Until all mechanisms for reverse medical necessity can
be implemented, TennCare will designate their Medical
Director as the contact when MCO/BHO's deny services
which are felt to be urgently needed

14



Attachment G

TennCare Standard Operating
Procedure 036 Addenda 2 and 3



STATE OF TENNESSEE
DEPARTMENT OF HEALTH
BUREAU OF TENNCARE

729 CHURCH STREET
NASHVILLE, TENNESSEE 37247-6501

MEMORANDUM

DATE: {;{ovember 8, 1999

TO: . TennCare MCOs & BHOs TSOP: 036
Addendum 2

FROM: John F. Tighe
Deputy Co {

SUBJECT: Coordination of EPSDT Services

Coordination between MCOs/BHOs and other children's health and education services and
programs is essential to ensure and maximize children’s health care services and to prevent
duplication. Ideally, EPSDT services are part of a continuum of care. This TSOP has two
purposes:

* to provide MCOs and BHOs with guidance and information about EPSDT resources
available through other government agencies (see accompanying list); and

» to suggest strategies for ensuring coordination of EPSDT services among MCOs/BHOs
and with other programs and services included in the accompanying list.

It is the Bureau's position that the use and coordination of services provided by other
government agencies will result in several benefits to both the enrollees and MCOs/BHOs.
The ultimate responsibility for providing EPSDT services to qualified enrollees is that of the
MCOs and BHOs. This means that MCOs/BHOs cannot refuse to provide a necessary
service because someone else should be providing it. The only reason for denying a
" requested service is because it lacks medical necessity. Among these benefits are:

+ the containment of costs and improvement of services by reducing service overlaps or
duplications and closing gaps in the availability of services;

« the ability to focus services on specific population groups or geographic areas in need of
special attention; and

< a greater availability of needed services in a more localized area, reducing the amount of
travel time and expense for the MCOs.
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Coordination of effort includes the use of child health initiatives with other related programs,
such as Head Start, the Special Supplemental Food Program for Women, Infants, and
Children (WIC), school health programs of State and local education (including the
Individuals with Disabilities Education Act of 1975). There is no single “list of approved roles”,
but other government agencies may provide a variety of outreach, screening, diagnostic or
treatment services, health education and counseling, case management, facilities, and other
assistance in achieving an effective child health program. MCOs may find it beneficial to
establish active child health coordinating committees, with representation from providers,
private voluntary and public agencies, which may be helpful in promoting cooperation in
providing health services. The attachment to this TSOP is a statewide list of services for
which EPSDT coordination is appropriate. The Bureau previously sent this list to MCOs and
BHOs September 22, 1998.

In order to insure effective coordination with other agencies, TennCare suggests that formal

or informal coordination agreements be developed as appropriate. Such agreements should
contain the following elements:

« delineation of the mutual objectives and responsibilities of each party (i.e., MCO/BHO,
local agency, and/or subcontractor);

« identification of the services each party offers and in what circumstances, including any
restrictions;

« appraisal of the types of services provided by local agencies; and

« methods for: _

early identification of individuals under 21 needing health services;

reciprocal referrals;

coordinating plans for health services provided or arranged for enrollees;

exchange of reports of services furnished;

continuous liaison between the parties; and .

joint evaluation of policies that affect the cooperative work of the parties.

E T S ST

The overall goal is to improve the health status of children by assuring the provision of
preventive services, health examinations, and the necessary treatment and follow-through
care, preferably in the context of an ongoing provider-patient relationship and from
comprehensive, continuing care providers.

Organization and Administration of EPSOT Programs

TennCare MCOs’ and BHOs' provider networks should include providers who can deliver a
broad array of services to children on a continuing basis. Other government programs can
help in a number of ways such as:

« provision of outreach and referral services at the local level,
« utilization of Maternity and Infant Care and Children and Youth Projects, and other
specialty and primary care programs as providers of comprehensive, continuing care,
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+ development of health services policies and standards and the assessment of quality of
care issues including: implementation of professionally recognized protocols and
standards of care; integration of services at local and regional levels with a view toward
elimination of unnecessary services and duplication of services: providing acceptable
quality of care; and

« integrating and providing all necessary services to this population.

TennCare, MCOs/BHOs, and government agencies working together have a major role in
establishing standards, policies and procedures for health care services.

Coordination with:

» Local Education Agencies (LEAs)

The development of linkages through the family to public, private, and community health
and social agencies help link existing prevention and treatment programs with those
services provided in the schools. Schools can be a focal point from which to identify
children with problems, to increase student's access to both preventive and curative
health services, and to assure appropriate use of health care resources. Coordinating
services can avoid duplicating efforts that increase costs of services and adding further
stress to the child and family. There is no single “best” way for schools to relate to
EPSDT, since the populations, traditions, resources, and other factors vary greatly.

The Bureau has already notified LEAs of the need to coordinate with MCOs and BHOs
the needs of children that have been identified through the child's Individual Education
Plan (IEPs). These plans are to be shared with the child's primary care physician. As an
attachment to this TSOP is the release of information that the child’s parent(s) is to sign
giving permission to share this information.

e The Head Start Program

Head Start shares the same child health and development goals as EPSDT.
Approximately 50% of Head Start families are also TennCare families. Eligibility for the
Head Start Program is based on income and family, similar to Medicaid criteria eligibility.
There are additional criteria which gives an applicant “points” to qualify for Head Start.

¢ The Special Supplemental Food Program for Women, Infant, and Children, Food and
" Nutiition Service, U.S. Department of Agriculture (WIC)

WIC provides specific nutritious supplemental food and nutrition education at no cost to
low-income pregnant, postpartum, and breastfeeding women, infants, and children up to
their 5" birthday. They must meet income guidelines, a State residency requirement, and
be individually determined to be at “nutritional risk” by a health professional such as a
physician, nutritionist, or nurse. WIC serves as an adjunct to good health care. Many
TennCare families are WIC recipients.
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sSummary

EPSDT components are often part of a larger network of social service agencies and health
programs for children. Coordination among these entities is crucial to ensure and improve
access to services and to prevent duplication. Varying kinds of coordination and strategies
are possible which can be used between MCOs/BHOs and other agencies. These
collaborative efforts may include interagency agreements, cross-referrals, child-health
coordinating committees, or other activities; the desired outcome shall be the stimulation of
partnerships that ensure the improvement of the health and well being of children.

The Bureau of TennCare strongly recommends that MCOs and BHOs become familiar with
the services provided by other government agencies and how they may benefit the enrollees
through coordination of an enrollee’s medical and mental health care, especially through
EPSDT services. Identifying an individual(s) within your organization that could serve as the
contact, or lead person, for EPSDT services can help to bring the various treatment plans
together to provide the best service possible and work to eliminate duplicate services. This
person should also be available to assist your customer relations representatives in resolving
problems involving your-enrollees. The Bureau will take the lead in urging other public and
private agencies to designate a lead person to interface with the MCOs and BHOs in meeting
the needs of the EPSDT population. Close working relationships will enhance the rapid
identification of a child’s problems and how to best meet those needs.

TennCare Authority:

U.S. Code Annotated Section 1396

Social Security Act Sections 1902(a)(43) & 1905(a)(4)(B);

Social Security Act Section 1905(r) as created by OBRA 89;

HCFA's State Medicaid Manual; '

TennCare Rules and Regulation 1200-13-12-.04(1)(w) & 1200-13-12-.04(7);
TennCare/MCO Contract Section 2-3.a.1;

TennCare/BHO Contract Section 2.6.1.

TennCare Contact Person:

Regarding -
Medical Issues: Karen Oldham, M.D. (615) 7410213
Quality of Services - Ken Okolo (615) 741-0192
Policy - - Melvin Everette (615) 741-0221
Contract Compliance - Jack Welch (615) 532-6743
- EPSDT Coordinator - Kasi Tiller (615) 532-6089
do84d49308
enclosure



Statewide List of Services for
Which EPSDT Coordination
Is Appropriate

Bureau of TennCare
Tennessee Department of
Finance and Administration
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Health Department Services




GENERAL EPSDT SERVICES PROVIDED
BY LOCAL HEALTH DEPARTMENTS:

Child Health: Well child checkups including physical examinations, screening
tests and immunizations for children from birth to age 21. Referrals are made
when necessary.

Immunizations: Various immunizations are available for children including:
polio, diphtheria, whooping cough, tetanus, measles, mumps, rubella,
hemophilius, and hepatitis B.

I‘nmary Care: Primary Care secrvices are available in some iocal health
departments. Clinic staff are available to diagnose and treat acute and chronic

illnesses and provide diagnostic testing, such as blood pressure screening and
pap smears.

Family Planning: Patients can receive a complete physical examination and all
appropriate laboratory tests. Education is provided about birth control and
patients may be supplied with a birth control method.

Sexually Transmitted Disecase Control: Confidential testing, treatment and

partner notification is provided for sexually transmitted diseases, including
HIV/AIDS.

Tuberculosis Control: Diagnosis, treatment, medication (when neceded) and

follow-up services for patients with tuberculosis and their contacts are
provided.

Nutrition and Women, Infants and Children (WIC): Nutritionists and/or
registered dietitians are available to counsel individuals with specific dietary
needs. The WIC program issues vouchers for nutritious foods to women who
are pregnant or breast feeding, as well as children under the age of 5 who are at
risk of poor growth, if the families meet income guidelines. New mothers are
also offered breastfeeding classes and support.

Children's Special Services (CSS): The CSS program assists with medical
treatment for children until age 21, when the child has special medical needs
and the family is unable to provide for ncoessary care. Speech and hearing
services may also be provided under this program.

Prepnatal:  Pregnancy testing, presumptive  eligibility  screening  for
Medicaid/TennCare, and referral for prenatal care are available.




DEFINITIONS OF SERVICES PROVIDED BY HEALTH DEPARTMENTS
AS LISTED ON FOLLOWING CHARTS:

Child Health and Development Program (CHAD) is provided in 40 Tennessee
counties, with target populations of pregnant women and children from birth to
6 years of age. Program goals are to prevent or reduce abuse, neglect, and
developmental delays. Case Management Services are provided for the family
and most visits are conducted in the home.

Clinical Dental indicates that the health department provides basic (diagnostic,
preventive and restorative) dental care for indigent children, and emergency
dental services (limited to diagnosis and treatment of an acute episode of pain,
infection, swelling, hemorrhage or trauma) for indigent adults. Number of days
listed on chart indicates how many days per week these services are provided.-

Project HUG (Help Us Grow) is a program targeting familics whose infants are
considered to be at risk for medical or developmental problems. Home visits ar¢
made by a public health nurse, beginning during the prenatal period. Teen
mothers and infants are given highest priority.

Full Prenatal indicates that the health department provides comprehensive
prenatal care in accordance with ACOG standards. Number of days listed on
chart indicates how many days per week these services are provided.

Basic Prenatal indicates that the health department performs pregnancy tests,
cnrolls the patient in WIC and signs the patient up for TennCare via
presumptive cligibility. Number of days listed on chart indicates how many days
per wecek these services are provided.

Primary Care PCP indicates that the health department has signed with
MCO(s) to act as the primary carc provider, providing 24-hour care and
arranging referrals for these patients. The number of patients currently
assigned to the respective health departments is listed. Number of days listed
on chart indicates how many days per week these services are provided.

Primary Care Basic indicates that the health department is providing some
acute care such as treatment for pharyngits, otitis media, etc., but is not acting
as the patient’s PCP and does not provide 24-hour coverage. Number of days
listed on chart indicates how many days per week these services are provided.
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Mental Health Services



Conmununity Mental Health Centers:

A speaial fcature of the TennCare Partners Program 1s ‘the emphasis on
community support services that are offered primarily through Community
Mental Health Agencies and Case Management Agencies. Tennessee is moving
away from the “institutional” model of delivering mental health care toward a
more normalized model. Support services are now offered to individuals to help
them remain in their homes and communitics. The particular configuration of
services that they receive will be planned and delivered in such a way as to

produce reductions in their unwanted symptoms and improvements in their
overall quality of life.

Services offered by these community providers include: outpatient mental
health services; pharmacy and laboratory services; outpatient substance abuse
services; crisis services and transportation. Additional services for people with
Severe and/or Persistent Mental Illness (SPMI} or Serious Emotional
Disturbance (SED) include mental health case management, residential

treatment  services, housing supports, psychosocial rchabilitation, and
specialized outpatient services.

Tennessee Community Mental Health Centers:

Carey Counseling Center
408 Virginia Street
Paris, TN 38242 901/642-0521

Centerstone Community Mental Health Centers
1101 6% Avenue North
Nashwville, TN 37204 615/480-4000

Cherokee Health Systems
6350 West Andrew Johnson Highway
Talbott, TN 37877 423 /586-5031

Cumberland Mental Health Services
1404 Winter Drive
Lebanon, TN 37087 615/444-4300

Elam Mental Health Center
1005 D.B. Todd Boulevard
Nashville, TN 37208 615/327-6609

Fortwood Center
1028 East 3 Street
Chattanooga, TN 37403 423 /266-6751

Frayser Family Counseling Center
2150 Whitney Avenue
Mecmphis, TN 38127 901/353-5440



Frontier Health
109 West Watauga Avenue
Johnson City, TN 37605 423/232-4323

Helen Ross McNabb Canter
1520 Cherokee Trail
Knoxville, TN 37920 423/637-9711

Midtown Mental Health Center
427 Linden Avenue

Memphis, TN 38128 901/577-9450
Overlook Center

3001 Lake Brook Boulevard

Knoxville, TN 37909 423 /588-9938

Professional Counseling Services
1997 Highway 51 South
Covington, TN 38019 901/476-8967

Quinco Community Mental Health Center
Route 1, Box 500, Highway 64 West
Bolivar, TN 38008 901/658-6113

Ridgeview Psychiatric Hospital and Center
240 West Tyrone Road
Oak Ridge, TN 37830 : 423/482-1076

Southwest Mental Health Center
3810 Winchester Road

Memphis, TN 38181 901/369-1420
The Guidance Cehtcr

118 North Church Strect

Murfreesboro, TN 37133 _ 615/893-0770

Vanderbilt Community Mental Health Center
Vanderbilt University Medical Center

Department of Psychiatry

2100 Pierce, Suite 118

Nashville, TN 37232 615/343-7123

Volunteer Behavioral Health Care System
Moccasin Bend Road
Chattanooga, TN 37405 423 [756-075S

Whitehaven-Southwest Mental Health Center
1087 Alice Avenue
Memphis, TN 38106 901/774-7911



Mental Retardation and
Developmental Disability Services



Mental Retardation and Developmental Disabilities Centers:

Regional Mental Health and Mental Retardation Offices:

Community based services are provided by private, not-for-profit and for-profit
agencic¢s that contract with the State. Programs are designed to help people
maximize their potential in the most integrated setting possible. Services
include adult day training, vocational programs, supported employment,
community participation, ecarly intervention services for preschoolers,

residential and supported living services, family support services, and a variety
of support services.

Three regional offices coordinate services for persons with mental retardation:

East Tennessee Regional Office
5908 Lyons View Pike, Greenbriar Cottage
Knoxville, TN 37919 423/588-0508

Middle Tennessee Regional Office
275 Stewart’s Ferry Pike
Nashville, TN 37214 615/231-5078

West Tennessee Regional Office

275 Martin Luther King Drive ,

Jackson, TN 38301 A 901/426-0675
(Memphis #: 901/685-3918)

Developmental Disabilities Centers:
Three state-operated developmental centers provide residential care for persons
who have profound or severe mental retardation, usually with multiple

handicaps. Individuals residing in developmental centers require 24-hour care
in a highly supervised setting.

There are three state-operated developmental centers in Tennessee:
Arlington Developmental Center
P.O. Box 586
Arlington, TN 38002 901/745-7200

Clover Bottom Developmental Center
275 Stewart’s Ferry Pike

Nashville, TN 37214 615/231-5000
Greene Valley Developmental Center

P.O. Box 910

Greeneville, TN 37744 423 [787-6800



STATE OfF TENNESSEE

DEPARTMENT OF FINANCE AND ADMINISTRATION
COROELL HULL BUILDING, ™M FLOOR .

425 FIETH AVENUE, NORTH

NASHVILLE, TENNESSEE 37243

MENTAL RETARDATION COMMUNITY SERVICES

CONTRACTED AGENCIES

TYPES OF SERVICES PROVIDED
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Adult Day Secvices

Developmental Disabilities

Diagnosis and Evaluation

Eady lntervention Services

Eady Interveation Services- Padt H

Family Support

ladepeadent Suppod Coordination
Medicaid Waiver

Medicaid Waiver Adult Day Program
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Respite Care

Commuaity Residential Program for Adults
Commuaity Resideatial Program for Childcen
Supported Living

Suppoctive Services

Statewide

This is not a complete listing of providers of services to
persoas with mental retardation in Tennessee. This list
includes only those agendies with which the Tennessee
Department of Mental Health and Mental Retacrdation
contracts for services.

September 10, 1998



EAST TENNESSEE

Adult Community Training, Inc.

P.O. Box 276

Lenoir City, Tennessee 37771

Phone: (423) 988-9494 Fax: (423) 986-1137

Dicector: Bill Reynolds E-Mail: (nt.adult3@conc.tds.net

Chairperson:  Dr. Walter Shea

Amm's Reach

821 East Tri County Boulevard

Suite E

Oliver Springs, Tennessee 37840

Phone: (423) 435-9385 Fax: (423) 435-9387
Directoc: Jean Loebbaka

President: Jane Durbin

Arc of Claibome County
(Cumberand Mountain tndustries)
P. 0. Box 538
Tazewell, Tennessee 37879
Phone: (423) 6266757 Fax: (423) 626-1088
Dicector: Scott Ferguson
Chairperson:  Darrell Allen

Arc of Hamilton County

109 North Gemmantown Road

Chattanooga, Tennessee 37411

Phone: (423) 6246887 Fax: (423) 698-8520
Dicector: Mike Brewer

Chaiperson:  Richard E. Burke

Arc of Washington County

2700 South Roan Street, Suite 105

Johason City, Teanessee 37604

Phone: (423) 928-9362 Fax: (423) 928-7431
Dicector: Bil Schiers

Chairperson:  Mary Jordan

Beta Home

1809 Luttrell Street

P.O. Box 185

Knoxville, Tennessee 37901-0185

Phone: (423) 523-2135 or 523-7683 Fax: (423) 673-5863
Directoc: Jennifer Beatty

Chairperson:  Mack Medley

Bradley/Cleveland Developmental Services, (nc.
P.0O.Box 29
Cleveland, Tennessee 37364

Phone: (423) 472-5268 or 479-8704 Fax: (423) 472-5268, ext. 47

Dicector: Walter Hunt
Chauperson:  Dr. Raymond Brown

FUNDED SERVICES
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EAST TENNESSEE

Carter County Community Residence

802 Sixth Street

Elizabethton, Tennessee 37643

Phone: (423) 542-3649 or 753-8255 Fax: (423) 753-7062
Dicector: Pat Little Williams

Chairperson:  Sam LaPorte

Cerebral Palsy Center for Handicapped Adults, (nc.

241 Woodfand Avenue, NE

Knoxville, Tennessee 37917

Phone: (423) 523-0491 Fax: (423) 523-0492
Dicector: Robert (Bob) Sexton

Chairperson:  Steve Eady

Comcare, {nc.

P.O. Box 1885 (705 West Main, Zip: 37743)

Greeneville, Tennessee 37744-1885

Phone: (423) 638-3926 Fax: (423) 638-1105
Directoc: Joha Johnson, Ph. D.

Chairperson:  Lyna Hankins

Community Network Services

109 Northshore Drve, Suite 215

Knoxville, Tennessee 37919

Phone: (423) 588-3449 Fax: (423) 588-3644
Director: Donna Hartis

Chaimperson:  Joha Hamis

Compreheansive Family Services (CFS)

7514 Sutton Road

Ooltewah, Tennessee 37363

Phone: (423) 344-1586 Fax: (423) 344-5525
Dicector: James L. Stubbs

Chairperson:  Michael Cox

Dawn of Hope Developmental Center, Inc.
1500 East Millard Street
Johason City, Tennessee 37601-3545

Phone: (423) 434-5600 tax: (423) 434-5629
Dicector: Lee Chase
Chairperson:  Jack Shaver

Douglas Cooperative

1101 Wagner Dive

Sevierville, Tennessee 37862-3719

Phone: (423) 453-3254 fFax: (423) 453-3105
Director: Paula York

Chairperson:  Joha Richardson

2

FUNDED SERVICES
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EAST TENNESSEE

Emory Valley Center, Inc.

715 Emory Valley Road

Oak Ridge, Tennessee 37830
Phone: (423) 483-4386
Dicector: Allen Hendoy
Chaiperson:  Susaa Fallon

Fax: (423) 482-5435

Evergreen Presbytedan Ministries, lnc.
P.0O. Box 31746 -
Knoxville, TN 37930-1746
Phone: (423) 531-9118
Acting Dicector: Mary Mills
Chaimperson:  Curtis Lackey
Presideat/CEQ: Bemard Wagner, Ph.D.

Fax: (423) 531-9149

Exceptional Enterprises, (nc.
HCR 77 Box 9

Coalmont, Tennessee 37313
Phone: (931) 692-2235
Dicector: Bill Lingle
Chaiperson:  Mr. Henry Crais

Fax: (931) 692-2244

Froatier Health

109 W. Watauga Avenue

P. 0. Box 2226

Johason City, Tennessee 37605
Phone: (423) 232-4380

Dicector: E. Douglas Vamey
Chairperson:  Helen Whitson

Fax: (423) 232-4393

Gateway House, lnc.

Rt #1, Holston College Road

P. 0. Box 220

Louisville, Tennessee 37777
Phone: (423) 984-9873

Dicector: Dianna Culbertson
Chairperson:  Dr. Roberta Wemer

Fax: (423) 984-9873

Goodwill industries

6508 Kingston Pike

P. 0. Box 11066

Knoxuville, Tennessee 37939-1066

Phoae: (423) 588-8567 fFax: (423) 588-0075
Dicector: Raobert Rosenbaum, Ed.D.

Chairperson:  Hugh Baght

Greene County Skills, (nc.

490 Sunnyside Road
Geeeneville, Teanessee 37743
Phone: (423) 639-5351
Directoc: Jum Gillen
Chauperson:  Harold Love

Fax: (423)639-6048

FUNDED SERVICES
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EAST TENNESSEE

Grundy County Department of Education

P. O. Box 97, Highway 108/56

Altamont, Tennessee 37301

Phone: (615) 692-3467 Fax: (615)692-2188
Dicector: Jenaifer Thomas

Chairperson:  Leon Woodlee

Chip Hale Center (Helping Hands of Hawkins Co.)
310 Hasson Street

Rogersville, Tennessee 37857

Phone: (423) 272-3966 Fax: (423) 272-4025
Dicector: Tony Cradic

Chaiperson:  Joe Ddnnon

lndependent Opportunities of Tennessee
9040 Executive Park Drve, Suite 244
Knoxville, Tennessee 37933

Phone: (423) 531-9155 Fax: (423) $31-9149
Dicector: Melissa Mocelli
Chaiperson:

Knox County Association for Retarded Citizens

P. O. Box 2041, 3000 Nocth Central

Knoxville, Tennessee 37901

Phone: (423) 546-9431 Fax: (423) 546-7960
Director: Vicki Johnson, Ph.D.

Chairperson:  Fred Jones

Lakeway Ceater, lnc.

320 lndustral Avenue

Modistown, Teanessee 37813

Phone: (423) 5860701 fFax: (423) $86-9958
Directoc: Bruce Ingle

Chauperson: Chardes R. Metz

Laughlin Hospital, Inc. (Infant/Toddler (aterveation Project)
1420 Tusculum Boulevacd

Greeneville, Tennessee 37745 ‘

Phone: (423) 787-5097 Fax: (423) 787-5083
Director: Noah Roark

Chairperson:  C. Ray Adams, CPA

Little Tennessee Valley Educational Cooperative

1432 East Lee Highway

Loudon, Tennessee 37774

Phone: (423) 458-8300 Fax: (423) 458-8626
Dicector: Jerome (Jemry) H. Morton, Ph.D.

Chaiperson:  Mary Hendershot

FUNDED SERVICES
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EAST TENNESSEE

Michael Dunn Center

P. O. Box 507, Rt #3, Gallaher Road

Kingston, Tennessee 37763

Phone: (423) 376-3416 Fax: (423) 376-3532

Director: Kyle Hauth E-Mail: Intkhauth@hotmail.com
Chairperson:  Dr. Clyde Cobb, President

Moaistown/Hamblen Day Care Centers, {nc.
P.O. Box 1936

Modmistown, Tennessee 37816-1936
Phone: (423) 587-3001

Director: Judy Brasher
Chairperson:  Jim Wills

Fax: (423) 587-6779

National Mentor Healthcare, {nc.
dba Tennessee Mentor

6025 Brookvale Lane, Suite 110
Knoxville, TN 37919

Phone: (423) 584-1388
Director: David Hamilton
Chairperson:  Gregory Torres, President

Fax: (423) 584-3313

Omai Vision (Serving East, Middle and West Tennessee
Omni Community Services

101 Lea Avenue

Nashville, TN 37210

Phone: (615) 726-3603 Fax: (615) 726-0393
Director: Julia Bratcher (MHMR Services)

Chairperson: Chares Mcleroy

Orange Grove Center

615 Derby Street

P.O. Box 3249

Chattanooga, Tennessee 37404-0249

Phone: (423) 629-1451 Fax: (423) 624-1294
Dicector: Mike Cook

Chairperson:  Thomas H. Cox

Rebound, (nc.

3111 Ramona Avenue
Knoxuville, Tennessee 37921
Phone: (423) 633-5300

Fax: (423) 633-5900 (call first)
Director: Jim Warchol

Regional Education and Community Health Secvices (REACHS)
507 Main Street

P. O. Box 209

Jacksboro, Tennessee 37757-0209
Phone: (423) 562-1156

. Director: Cindy Naace
Chairperson: . William R. Pratt

Fax: (423) 566-5106

FUNDED SERVICES
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EAST TENNESSEE

Rhea of Sunshine, (ac.

400 Greenway Blvd.

Dayton, Tennessee 37321-9249

Phone: (423) 775-4855 fFax: (423) 7754083
Director: Teny Wilkey

Chaiperson:  Mary Travis

Scott Appalachian ladustries, Inc.

691 East Montecello Pike

Huntsville, Tennessee 37756

Phone: (423) 663-2878 Fax: (423) 663-3365
Director: Laoy West

Chairperson:  Martin Shoemaker

Sertoma Ceater, Inc.

1400 East Fifth Avenue

Knoxville, Tennessee 37917

Phone: (423) 524-5555 Fax: (423) 524-5563
Acting Director: Sandy Cooper

Chairperson:  Sarah Swanson Higgins

Signal Centers, Inc.

109 North Germantown Road

Chattanooga, Tennessee 37411-2790

Phone: (423) 698-8528 Fax: (423) 698-8520
Dicector: Linda McReynolds

Chairperson:  Joe Schmissrauter,

Siskin Memonal Foundation, {nc.

1 Siskin Plaza, P.O. Box 365

Chattanooga, Tennessee 37401-0365 A
Phone: (423) 634-1760 Fax: (423) 634-1717
Dicector: Shawn Kurrelmeier

Chaimperson:  Tom Kale

Suarse United Cerebcal Palsy of East TN

9050 Executive Pack Drve

Suite C-115 .

Knoxyville, Tennessee 37923

Phone: (423) 690-9070 fFax: (423) 6906221
Directocr: Yolanda Pena

Chairperson:  Les W. Leech, Jr.

T.AP., (nc. (The Attemative Program, {ac))
207 National Dadve, Apt. 97
Mudfreesboro, Tennessee 37128
Phone: (615) 907-0305

Director: Scot Booth

Dicector of Operations: Kim Hancock
Chairperson:  John Schukle

Fax: (615) 907-0306
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EAST TENNESSEE

T.E.AM. (Community Connections)

The Professional & Developmental Team Building

600 North Holtzclaw Avenue, Suite 100

Chattanooga, Tennessee 37404-1220

Phone: (423) 622-0500 Fax: (423) 622-0564
Director: Carol Burhean

Chairperson:  Dale Engstrom

Team Evaluation Center

The Professional & Developmental Team Building

600 North Holtzdlaw Avenue, Suite 100

Chattanooga, Tennessee 37404-1220

Phone: (423) 622-0500 Fax: (423) 622-0564
Dicector. - Alan Budllard

Chaimperson:  Father James Marquis

Tennessee Mentor (see National Mentoc Healthcare, Inc.)

Ta-County Center

3030 Lee Highway, Nocthridge Industral Pack

P.0.Box 793

Athens, Tennessee 37371-0793

Phone: (423) 7458902 Fax: (423) 745-2840
lnterim Dicector: Lena Webb

Chairperson:  Robert (Bob) James Granger

U. T. Developmental & Genetic Center

1930 Alcoa Hwy., Suite 435

Knoxville, Tennessee 37920-1514

Phone: (423) 544-9030 Fax: (423) 544-6675
Dicectocr: Dc. Camen Lozzio :

ISC Contact: M. Bill Shelton

Chairperson:

U. T. Pediatric Language Clinic

909 Mountcastie Ddve

Knoxville, Tennessee 37996

Phone: (423) 9746702 Fax: (423) 974-1539
Directoc: Pat H. Webb, M_Ed.

Chaimpersoa:

Vision Coordination Services, {ac.
515 Airpoct Road, Suite 113
Chattanooga, TN 37421
"~ Phone: (901) 637-5348 Fax:
Directoc: Cedric Deadmon
Office Contacts: Becky Roberts, pager - (423) 8130365
Nicole Breard, pager- (423) 8190529
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EAST TENNESSEE

Washington County Community Residential Services, [nc.
802 Buffalo Street, Suite 8

Johnson City, Tennessee 37604

Phone: (423) 928-2752

Director:
Chairperson:

Ron Bennett
Janie H. Sayder

Fax: (423) 928-3680
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MIDDLE TENNESSEE

Arc of Davidson County

1207-17th Avenue South, Suite 100

‘Nashville, Tennessee 37212

Phone: (615) 321-5699 Fax: (615) 322-9184
Dicector: Nom Tenenbaum

Chaimperson:  Efise McMillan

Acc of Williamson County

1320 West Main, Suite 114

Franklin, Tennessee 37064

Phone: (615) 790-5815 Fax: (615) 790-581%
Dicector: Sharon Bottorft

Chairperson:  Dara Howe

Buffalo River Services, lac.

P. O. Box 847, Hog Creek Rd.

Waynesboro, Tennessee 38485

Phoane: (931) 722-5401 Fax: (931) 722-5403
Dicector: Philip Gamer

Chaiperson:  Tom Helton

Building Greater Communities, lnc. (BGC)

2813 Dogwood Place

Nashville, Tennessee 37204

Phone: (615) 385-1365 Fax: (615) 385-1250
Dicector: Cynthia Eason

Chaimperson:  Made LaVesque

Challengers, Inc.

409 East Central Avenue

P. O. Box 941

Jamestown, Tennessee 38556

Phone: (931) 879-7590 Fax: (931) 879-1843
Dicector: Ken Taylor

Chairperson:  Timothy P. Nelson

Community Development Center
111 Eaglette Way
Shelbyville, Teanessee 37160
Phone: (615) 684-8681 Fax: (615) 684-9431
Dicector: Sarah Hunt
Chairperson:  Chades L. Rich

Community Living Supports of Tennessee

1503 Hatcher Lane, Suite 100

Columbia, Tennessee 38401

Phone: (931) 840-8719 Fax: (931) 840-8756
Dicector: Steve Jacobs

Chatperson:  Sharon A. H. May, President
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MIDDLE TENNESSEE

Community Support Services, lnc.

10

FUNDED SERVICES

MWAD
1100 Kemit Drive, Suite 022 MWRES
Nashville, Tennessee 37217 RESC
Phone: (615) 366-1125 Fax: (615) 366-0524 SL
Dicector: Debbie Riddle
Chairperson:  Bryce Coatney
COMPASS Coordination, lac. (SC
2403 12th Avenue South
Nashville, Tennessee 37204 E-Mail: lnt:compassmtn@aol.com
Phone: (615) 463-2880 Fax: (615) 463-2824
Director: Randall Moore
Chairperson:  Randall Moore
DDOM MWAD
3107 Park Hilt Road St
Murfreesboro, TN 37129
District Manager: Jim Copeland
Phone: (615) 898-8387
Developmental Services of Dickson County AD
P.0. Box 628 El
Dickson, Tennessee 37056 FS
Phone: (615) 446-3111 Fax: (615) 446-1846 MWAD
Dicector: Don Redden E-Mail: (nt.dsdv@isdn.net MWRES
Chairperson:  Julian Nomman : RESA
SL
Easter Seal Society of Tennessee AD
2001 Woodmont Boulevard MWAD
Nashville, Tennessee 37215 E-Mail: Int:generalseals@mindspring.com
Phone: (615) 292-6640 Fax: (615) 292-7206
Dicectoc: Jayne Perkins, President
Chairperson:  Samuel H. Howard
Ficst Steps, (nc. El
4414 Granny White Pike
Nashville, Tennessee 37204
Phone: (615) 298-5619 Fax: (615) 292-4941
Director: Pamela Pallas
Chairperson:  Jacqueline Dixson
Franklia County Adult Activity Center, {nc. AD
P.O. Bpx 708 MWAD
702 Hundred Oaks Street MWRES
Winchester, Tennessee 37398-0708 RESA
Phone: (931) 967-1377 or 967-0100 Fax: (931) 962-1483 St

Director: Deborah Rains
Chairperson:  C. Jackson Davis



MIDOLE TENNESSEE

Goodwill [ndustries of Middle Tennessee
905-8th Avenue North
Nashville, Tennessee 37208
Phone: (615) 742-4151
President: David Lifsey
Chairperson:  Joha Van Mol

Fax: (615) 254-3901

Habilitation and Training Services
545 Aiport Rd.

P. O. Box 1856

Gallatin, Tennessee 37066
Phone: (615) 451-0974
Nashville Line: 244-5528
Dicector: John Mclntosh
Chairperson:  Max Head

Fax: (615) 451-0774

Hilltoppers, lac.

151 Sweeney Drive

Crossville, Tennessee 385556068

Phone: (931) 484-2535

Dicector: Stephen (Toay) Cox
Chairperson:  Leonard Robertson

Fax: (931) 484-8778

Homeplace

1901 20th Avenue South

P.O. Box 120966

Nashville, Tennessee 37212

Phoane: (615) 292-8705

Oicector:

Chaimperson:  Marcie Smeck-Bryant
Residential Coordinator: Lyn West (Sead all mail to her)

Fax: (615) 320-9197

lmpact Ceaters, (ac.

1209 Tradewinds Drive
Columbia, Tennessee 38401
Phone: (931) 381-2114
Director; George Riggall
Chaimperson:  Wiliam Lindsey

Fax: (931) 381-8389

{ndependence Systems, nc_ (formedy Lawrence County Skills)
2300 W. O. Smith St.

P. 0. Box 743

Lawrenceburg, Teanessee 38464
Phone: (931) 762-5066
Director: Ray Faris
Chairperson:  Joha Lancaster

Fax: (931) 766-2059
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MIDDLE TENNESSEE

James Developmental Center
200 Matthew S. Hollow Road

P. O. Box 605

Waverly, Tennessece 37185
Phone: (931) 296-7755
Director: Ruby James
Chairperson:  Carolyn Ashbury

Fax: (931) 296-7033

K.C. Home of Clarksville (Wésley Housing Corporation)

2425 41-A By-Pass
Clarksville, Tennessee 37040
Phone: (615) §53-0177
Director: Brett Buehcer
Chairperson: Grady Welker

12
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Fax: (615) $53-0177 (call before faxing)

Contact Person: Bdan Hais, Residential Coordinator

448 Hannings Lane

Madtin, Tennessee 38237
Phone: (901) 587-6324

Kids, (nc.

50 Dayton Aveaue

Crossville, Tennessee 38555
Phoane: (931) 484-8306
Director: Ronnie Webb
Chairperson:  Jeaan Bell

King's Daughters' School

412 West Sth Street

Columbia, Tennessee 38401
Phone: (931) 388-3810
Director: Chadotte Battles
Chairperson:  Randy Maxwell

Life Action of Teanessee, [nc.
2131 Murfreesboro Road, L-1
‘Nashville, Tennessee 37217
Phone: (615) 393-9891
Director: Paul Medlin

Luton Mental Health Services
1921 Ransom Place
Nashville, TN 37217

Phone: (615) 366-1801

Director: Dr. Robert N. Vero
Chairperson:  Randall Yearwood

Fax: (931) 456-5389

Fax: (931) 388-0405

Fax: (615) 399-8620

Fax: (615) 366-1866
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MIDDLE TENNESSEE

Middle Tennessee State University
Project HELP
P. 0. Box 413, 206 N. Baird Lane
Mucfreesboro, Tennessee 37132
Phone: (615) 898-2321 Fax: (615) 898-5538
Dicector: Ann Campbell
Chaiperson:  Duane Stucky, Vice President
Finance & Administration

Md-TN Supported Living, (nc.

1161 Mucfreesboro Road

Suite 215

Nashville, Tennessee 37217

Phone: (615) 367-0592 Fax: (615) 399-8407
Dicector: Denine C. Hunt

Chairperson:  Doria Paavini

Nashville Senior Citizeas Center

1801 Broadway

Nashville, Tennessee 37203

Phone: (615) 327-4551 Fax: (615) 327-4554
Director: Janet Jemigan

Chairperson:  Mary Herbert Kelly

New Horizons Corporation

$221 Harding Pface

Nashville, Tennessee 37217-2901

Phone: (615) 360-8595 Fax: (615) 360-3515
Dicector: John Redditt

Chairperson:  Joe A. Carson

NIA Propedties, (nc.
P.0. Box 30123
Clarksville, TN 37040

Phone: (931) 3580306 Fax: (931) 358-3081
Dicectoc Carol Stevens
Omai Vision

101 Lea Dave

Nashuville, Tennessee 37210

Phone: (615) 726-3603 Fax: (615) 7260393
Dicector: Julia Bratcher (MHMR Services)
Chaimperson: . Chades Mclermoy

Other Optioans, (nc.

Building {({

11350 McComick Road, Suite 700

Huat Valley, Maryland 21031

Phone: (410) 527-9990 Fax: (410) 527-9998
Dicector: Jesse Gamm

Attn: Susan Hann

Chaipecson:

13
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MIDDLE TENNESSEE

Outlook Nashville

3004 Tuggle Avenue

Nashville, Tennessee 37211-2522
Phone: (615) 834-7570

Director:

Chaimperson:  Mike Clark

Fax: (615) 834-5565

Pacesetters, Inc.

421 Universal Drve

P. 0. Box 2731

Cookeville, Tennessee 38502-2731

Phone: (931) 432-6960; 432-6961 Fax: (931) 432-6890
Dicector: Wendy Moreland

Chaiperson:  Buckie D. Parsons, D.D.S.

Pediatric Services of America’Kids Medical Club
(formerly Kids and Nurses of Nashuville, Inc.)
2001 Chadotte Avenue, Suite 100
Nashville, Tennessee 37203
Phoaqe: (615) 321-5299 Fax: (615) 321-5181
Dicector: Dada Bagwell

Progress, (nc.

480 Craighead St., Suite 201

P. O. Box 41005

Nashville, Tennessee 37204

Phone: (615) 297-3344, ext. 13 Fax: (615) 297-5312
Director: Richard Preslor

Chairperson:  Bob Packer

Progressive Dicections

1249 Paradise Hill Road
Clacksville, Tennessee 37040
Phone: (931) 647-6333
Dicector: Jay Albedtia
Chairperson:  Steve Rutledge

Fax: (931) 552-3541

Prospect, lac.

1301 Wintec Dr.

P. 0. Box 1184

Lebanon, Tennessee 37087
Phone: (615) 4440597
Directoc: Edc Thompson
Chairperson:  Jim Flood

Fax: (615) 444-1251
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MIDDLE TENNESSEE

R & D Instructional Services
501 Metroplex Drve

Suite 207

Nashville, TN 37211-3131
Phone: (615) 837-4446
Director: Bob Jorgenson
Chairperson:

REM - Tennessee

107 Music City Circle, Suite 106
Nashville, TN 37214

Phoane: (615) 883-5500
Directoc: Linda Sullivan
Chairperson:

Res-Care, (nc.

P.O. Box 186 .

723 S. Main Street

Springfield, TN 37172

Phone: (615) 345-0266
Director: Amy Grsby
Chairperson:  Theresa Sumrell

Residential Services, (nc.

1451 Elm Hill Pike, #161
Nashville, Tennessee 37210
Phoae: (615) 367-4333
Director: Chades Mcleroy
Chairperson:  Jack Seaman

Fax:

Fax: (615) 883-5504

Fax: (615) 384-2364

Fax: (615) 360-3894

Rochelle Training and Habilitation Ceater

1020 Southside Couct

Nashville, Tennessee 37203
Phone: (615) 254-0673

Dicector: Haay Gramana
Chairperson:  Chades M. lagcam

Fax: (615) 726-2837

Ruthecford County Adult Activity Ceater

P.0. Box 733, 1130 Haley Road
Murfreesboro, Tennessee 37130
Phone: (615) 8904389

Dicector: Betty McNeely
Chairperson:  Horace C. Beasley
Senior Services

392 Harding Place, Suite 203
Nashville, Tennessee 37211-3999
Phone: (615) 837-0700

Dicector: Gail Cumie
Chairpersoa:

Fax: (615) 849-8727
E-Mail: Int.rcaac@bellsouth.net

Fax: (615) 837-1037

15

FUNDED SERVICES

SE

MWAD

MWRES

RESC

AD
MWAD

AD
MWAD
MWRES
RESA
St

AD
MWAD
MWRES
RESA



MIODLE TENNESSEE

Skills Development Services

P. O. Box 1150, 704 South Washington Street

Tullahoma, Tennessee 37388

Phone: (931) 455-5107 Fax: (931) 455-3372
Director: Tom Noman

Chairperson:  Brenda C. Hurd

Stones River Center

3350 Memorial Boutevard

- Murfreesboro, Tennessee 37160

Phone: (615) 895-7788 Fax: (615) 8956999
Dicector: Shelly McDonald

Chairperson:

Sunny Brook Home, (nc.

2131 Long Distance Road

Lewisburg, Tennessee 37091

Phone: (931) 359-3814 Fax: (931) 359-3814
Director: Johnay Brown

Chaimperson: - Rev. Lany Helton

Suarise Community of Tennessee, (nc.

1410 Donelson Pike '

Suite A-20

Nashville, Tennessee 37217

Phone: (615) 366-7535 Fax: (615) 366-7428
Directoc: Tina Veale

Chaimperson:  Leslie W. Leech, Jr.

Susan Gray School for Children

Vanderbilt University

Peabody Campus

P.0. Box 66

Nashville, Tennessee 37203

Phone: (615) 322-8200 Fax: (615) 322-8236
Dicector:

Chairperson:  Aan Marie Deer Owens

Teanessee Mentor, (ac.

214 Centerview Drive

Suite 265

Breatwood, Tennessee 37027

Phone: (615) 376-6333 Fax: (615) 376-6039
Director; Michael Hamlet

Chairperson:

Tennessee Technological University

P. O. Box 5037

Cookeville, Tennessee 38501

Phone: (615) 372-3555 Fax: (615) 372-3898
Director: Eloise Jackson, Ph.D.

Chauperson:  Angelo A. Volpe (615) 372-3374
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MIDDLE TENNESSEE

Vanderbilt University - Child Development Center

ATIN: Pat Chenry, Admin. Secretary

2100 Pierce Avenue, Room 426

Nashville, Tennessee 37232-3573

Phone: (615) 936-0249 Fax: (615) 936-0256
Director: Mak Wolraich, M. D.

Assoc. Dic Angie Thompson, Med. Ctr. South
Chairperson:  William Cook

VOCA Corporcation

Tennessee Regional Office

211 Donelson Pike, Suite 11

Nashville, Tennessee 37214

Phone: (615) 874-0011 Fax (615) 874-0511
Dicector: Heidi Parworth

Chairperson: - (Hdqt: Dublin, OH)

Volunteers of America TN

500 Interstate Boulevard, Suite 101

Nashville, Tennessee 37210

Phone: (615) 2566884 Fax: (615) 2566255
Director: Bevedy Collins

Chairperson:  Charles Fulner

Waves, (nc.

P.O. Box 1225

Franklin, Tennessee 37065-1225

Phone: (615) 794-7955 Fax: (615) 794-6019
Exec. Director: Jennifer Krahenbill

Chairperson:  Tom Steams
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WEST TENNESSEE

C. S. Patterson Training and Habilitation Center, (nc.
1284 Highway 45 By-Pass N.
P. 0. Box 229

Trenton, Tennessee 38382
Phone: (901) 855-2316
Dicector: Haay Adcock
Chairperson:  R. L. Radford

Fax: (901) 855-3608
E-Mail: Inthaexptc@iswt.com

Canoll County Developmental Center
13345 Paris Street

Huntingdon, Tennessee 38344-2523
Phone: (901) 986-8914

Dicector: Barbara Gray
Chairperson:  Dr. Laddie Lollar

fFax: (901) 986-5469
E-Mail: (nt.ccdc@iswt.com

Children and Family Services, (ac.
412 Alston Avenue

P. O. Box 845

Covington, Tennessee 38019-0845
Phone: (901) 476-2364

Dicector: Minnie Bommer
Chaimperson:  Barbara Grandbery

Fax: (901) 476-2368

Community Developmental Services, [nc.
455 Hananings Lane

Madin, Tennessee 38237-3390
Phone: (901) 587-3851
Dicector: Cathy Cate
Chaiurperson:  Jim Wheatley
(Specify to whom you are sending information.)

Fax: (901) 587-0548
E-Mail: Int:cdsovs@pluto.utm edu

COMPASS Cooddination, Inc.
(Serving Middle & West Teanessec)
3251 Poplar Avenue, Suite 230
Memphis, TN 38111-3609

Phone: (801) 327-1040

Dicectoc. Randall Moore
Chaimperson:  Randall Moore

Fax: (901) 327-1141
E-Mall: Int.compasscor@aol.com,

Comerstone (formery Benton County Developmental Services)
207 Hwy. 641 Nocth

P.O. Box 486

Camden, Tennessee 38320
Phone: (901) 584-2002
Directoc: Ricky Alten
Chaiperson:  Bill Kee

Fax: (901) 584-8645
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WEST TENNESSEE

Developmental Disabilities Dental Clinic
34 Garland Drive

Jackson, Tennessee 38305

Phone: (901) 668-3573

Dicector: Diane Baitt
Chaimperson:  Dr. O. Chester Jones

Fax: (901) 668-3583

Down Syndrome Association of Memphis, (nc.
Special Kids & Families, (ac.
P.O. Box 22383

Memphis, Tennessee 38122
Phone: (901) 324-7050
Dicector: JoAnn Hinkle
Chairperson:  Catherine Clippard, President

Fax: (901) 324-1285

Dungarvin, (nc. of TN

6061 Stage Road, Suite 3
Memphis, TN 38134
Phone: (901) 382-6515
Director: - Judy St
Chairperson:  Tim Madden

E-Mail: Intjsmd@aol.com
Fax: (901) 392-9032

Easter Seal Developmental Services
99 Monroe Avenue

Lexington, Tennessee 38351
Phone: (901) 968-6037

Director: Judy Bowman
Chaiperson:  Samuel H. Howard

Fax: (901) 967-1512

Fayette County Development Center, (nc.
P. O. Box 339

Somerville, Tennessee 38068 E-Mail: (ntfayyum@juno.com

Phone: (901) 465-3364
Director: Shidey Lee
Chairperson:  Cliff Headerson, Jr.

Fax: (901) 465-5193

Hacdeman County Developmental Services Ceater, {ac.
208 Hope Street

Bolivar, Tennessee 38008
Phone: (901) 658-4403
Dicector; Thomas Addcox
Chaiperson: Hazel Bills

Fax: (901) 658-3280

Hacdin County Skills

182 1Nocthwood Drve

P. O. Box 666

Savaanah, Teanessee 38372
Phone: (901) 925-4039
Director: Anna Raobinson
Chauperson:  Breat Games

Fax: (901) 925-5679
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WEST TENNESSEE

Harwood Training Center, Inc.

711 Jefferson Avenue

Memphis, Tennessee 38105 ,

Phone: (901) 448-6580 Fax: (901) 448-4734
Director: Anne Wieties

Chairperson:  William E. Loveless

Helen R. Tucker Adult Developmental Center

P.O. Box 648

Ripley, Tennessee 38063

Phone: (901) 635-4290 Fax: (901) 635-8975
Director; Clayton Pattat

Chairperson:  Helen Tucker

Kiwanis Ceater for Child Development, Inc.

32 Gadand Ddve

Jackson, Tennessee 38305

Phone: (901) 668-9070 Fax: (901) 668-6549
Director: Dale Brittain

Chairperson:  Bill Taylor

Le Bonheur Children's Medical Center

50 North Dunlap Street (March 1998)

Memphis, Tennessee 38103

Phone: (901) 572-67347 Fax: (901) 5§72-5261
VP of Operations: Janice Marks

Chairperson: Ronald Walter -

MadisonvHaywood Developmental Secvices Ceater
P.0. Box 11205

Jackson, Tennessee 38308-0120  E-Mail: (ntmhdsjackson51@hotmail.com
Phone: (901) 664-0855 (213 Cheyenne Drive, Jackson, TN 38305)

Phone: (901) 664-5857 (38 Gadand Drive)

Fax: (901) 668-2973
Oirector: Bob Ellis
Chaimerson: Paula Butler

McNaicy County Developmental Services

393 South Sixth Street

Selmer, Tennessee 38375

Phone: (901) 645-7730 Fax: (901) 645-9118
Directoc: Quinaie Bell

Chaiperson:  S. Craig Kennedy

Mid-South Assodciation for Retarded Citizens

3485 Poplar Avenue, Suite 225

Memphis, Tennessee 38111

Phone: (901) 327-2473 fax: (901) 327-2687
Director: Cadene Leaper

Chairperson:  Coanie Booker
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WEST TENNESSEE

Omani Vision, (nc.
101 Lea Avenue
Nashville, Tennessee 37210

Phone: (615) 726-3603 Fax: (615) 726-0393
Exec. Dicector: James M. Henry
Director: Julia Bratcher (MHMR Secvices)

Chairperson:  Chades Mcleroy

Other Options, (nc.

250 Nocth Parkway, Suite 26

Jackson, Tennessee 38305

Phone: (901) 664-5767 Fax: (901) 664-7473
Dicector: Catedna Pangilinan

Chairperson:

Pocter Leath Children's Center
868 North Manassas

21
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MWRES

St

SS

Memphis, Tennessee 38107 E-Mail: latjanew@pocter-leath.com

Phone: (901) 577-2500 Fax: (901) 577-2506
Dicector: David Hansen :
Chairperson:  Ms. Shanae Porter

QUEST of Tennesse

P.O. Box 1300

Apopka, FLL 32704

Phone: (407) 8894530 Fax: (407) 889-5710
Dicector: Alan Fidelo

Chairperson:  Katie Porta

R&D
250 N. Parkway, Suite 26
Jackson, TN 38305

Phone: (901) 664-5767 Fax: (901) 664-7473
Dicector: David Bell

REM - Tennessee, {ac.
8299 Sturbddge Way, Room 304

Condova, Tennessee 38018 E-Mail:
Phone: (901) 737-9917 Fax:
Director: Cyndi Bergs

Chaimperson:

RHA - Resource Housing of America/Tennessee Group Homes, (ac.

Managed by:

DDM - Developmental Disabilities Management Services
RHA/Tennessee Group Homes, (nc.

5050 Poplar Aveaue, Suite 1800

Memphis, Tennessee 38157 E-Mail: {nt ddms@nettea.net
Phone: (901) 767-1455 Fax: (901) 767-1409
Directoc:

Chairperson:  Bryaat Coates
Sead mail to Art Truakfield, Ctiief Operating Officer
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WEST TENNESSEE

Senior Services

4700 Poplar Avenue, Suite 100
Memphis, Tennessee 381174411
Phone: (901) 766-0600

Dicector: Debocrah Cotney
Chairperson:

E-Mail: nt:srservic@memphisonline.com
Fax: (901) 766-0699

Shelby Residential and Vocational Services, (nc.
3592 Knight Amold

Memphis, Tennessee 38118-2700
Phone: (901) 375-4804

Dicector: Jeftde Bruton
Chairperson:  Chudstine B. Munson

Fax: (901) 362-1891

STAR Center

60 Lynnoak Cove

Jackson, Tennessee 38305
Phone: (901) 668-9695

Dicector: Margaret Doumitt
Chairperson:

E-Mail: Intmllane@starcenter.tn.org
Fax: (901) 668-1666

Sunrise Community of Tennessee, Inc.
7531 Badtlett Corporate Cove East
Suite 104

Badlett, Tennessee 38134

Phoane: (901) 386-8305

Exec. Director: Breada O'Quinn
Director: Janet TomesMartinez
Chairperson:  Leslie W. Leech, Jr.

Fax: (901) 373-2543

T.AP_ lnc. (The Altemative Program, (ac))
207 National Dave, Apt. 97
Murfreesboro, Tennessee 37128
Phone: (615) 907-0305

Director: Scot Booth

Dicector of Opecations: Kim Hancock
Chairperson:  Joha Schukle

Fax

Team Evaluation Ceater (Memphis Office)
777 Washington Avenue, Suite 340
Memphtis, Tennessee 38103
Phone: (901) 572-3212

Director: Alaan Bullard
Admiaqistrator:  Ana Beckham (send all mail to Ann)
Chairperson:  Father James Marquis

Fax: (901) 572-5320

Tennessee Mentor

65 Gemantown Courd, Suite 112
Cordova, Tennessee 38018
Phone: (901) 753-0055

Fax: (901) 753-0206
Oicector: Kim Daugherty
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WEST TENNESSEE

United Methodist Neighborhood Centers

Susannah Center

P. O. Box 111348

Memphis, Tennessee 38111-1348 :
Phoae: (901) 3234993 Fax: (901) 323-5264
Exec. Director: Karen Carothers

Program Di.  Alma Boyd

Chairperson:  Marilyn Mukievicz

University of Tennessee at Martin
lafant Stimulation Program
340 Gooch Hall

Martin, Tennessee 38238-5045 E-Mail: (nt:swenz@utm.edu

Phone: (901) 587-7115 Fax: (901) 587-7109
Dicector: Sharon Wenz
Chairperson:  Dr. Martha Hemdon

The University of Memphis
Project Memphis (Barbaca K. Lipman School)
3771 Poplar Avenue

23
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Memphis, Tennessee 38152 E-Mai: (nt:gaboyd@cc.memphis.edu

Phone: (901) 678-2120 Fax: (901) 678-4778
Director: Dr. Gwendolyn Boyd
Chairperson:  Dr. Lane Rawlins, University President

Vision Coordination Services, (nc.
885 S. Cooper Street
Memphis Tennessee 38104

{SC

Phone: (901) 722-2470 or pager 1-888-650-7013 Fax: (901) 722-2471

Dicector: Cedric Deadmon
Chairperson:  Cedric Deadmon

VOCA Corporation

211 Donelson Pike

Suite 11 SL

Nashville, Teanessee 37214 :
Phone: (615) 874-0011 Fax: (619) 874-0511
Dicector: Heidi Parwocth

Chairperson:

Wesley Housing Cocporation of Memphis

400 South Highland Aveaue

Memphis, Tennessee 38111

Phone: (901) 325-7800 Fax: (901) 325-7802
Dicector: Jeay Codew

Chairperson:  Randal Tomblin

West Tennessee Cerebeal Palsy Assodation, (nc.

34 Gadand Dave

Jackson, Tennessee 38305

Phone: (901) 668-3322 Fax: (901) 664-2941
Drrector Allen Duan

Chauperson:  Mickey Hannon

MWAD

MWRES

AD




STATEWIDE SERVICES

The Arc of Tennessee

1719 West End Avenue, Suite 300E

Nashville, Tennessee 37203

Phone: (615) 327-0294 Fax: (615) 327-0827
Director; Mike Remus

Chairperson:  Donald Redden

Community Rehabilitation Agencies of Tennessee, Inc.
530 Church Street, Suite 504

Nashville, Teanessee 37219 .
Phone: (615) 254-3077 Fax: (615) 254-3078
Dicector: Mindy Schuster

Chairperson:  Kyle Hauth

People First of Tennessee, Inc.
855 West College Street

UaitD

Murfreesboro, TN 37129

Phone: (615) 898-0075 Fax: (615) 898-0057
Directoc; Ruthie-Mane Beckwith, PH.D. '

Chairperson:  Edward Sewell

Tennessee Alliance on Support Coordination - TASC

2403 12 Avenue South

Nashville, Tennessee 37204

Phone: (615) 463-2880 Fax: (615) 463-2824
Dicector: Randali Moore )
Chaiperson:  Randall Moore

Teanessee Disability Coalition

480 Craighead Avenue, Suite 200

Nashville, Tennessee 37204

(Mailing address: P.O. Box 120773)

Phone: (615) 383-9442 Fax: (615) 383-1176
Dicector: Carol Westlake

Chaiperson:  Joe Macshall

Tennessee Special Olympics
112 - 21st Aveaue South, Suite 101
Nashville, Tennessee 37203

Phone: (615) 322-8292 Fax (615) 343-9473

Dicector Alan L Bolick
Chairperson:  David Schwab

24
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University of Tennessee ST

TIE (Technology Inclusion Employment)

1914 Andy Holt Avenue

8025 HPER Building

Knoxville, Tennessee 37996-2750

Phone: (423) 974-9400 Fax: (423) 974-9180
Dicector: Carolyn Henderson

Assoc. Dic.:  Debra Martin



~ Vocational Rehabilitation Services



Department of Human Services — Vocational Rehabilitation

Vocational Rehabilitation is a federal/state funded program providing services
to help individuals (ages 16 and above) with disabilitics enter or return to
cmployment. It is designed to help individuals of work age with disabling
physical and/or mental impairments compete successfully with others in
camning a livelihood. Only the Division of Rehabilitative Services can make the
decision for eligibility. Medical examinations, psychosocial examinations or
vocational evaluations are secured by this division to determine the nature and
extent of the disability and to assist the Vocational Rehabilitation Services
counselor in evaluating the individual’s work potential and Jointly selecting an
occupational goal consistent with this potential.

Offices in the Division of Rehablilitative Services:
Region 1:
Regional Supervisor
905 Buffalo Street
Johnson City, TN 37064 423/929-9142

Rehabilitative Services
103 East Walnut Street
Johnson City, TN 37601 423/929-3178

Rehabilitation Services
201 Cherokee Street

Kingsport, TN 37662 423/245-4278

Rehabilitation Services
241 Baileytown Road
Greeneville, TN 37743 423/639-5148

Rehabilitation Services
Comer of E & Roan Street
Elizabethton, TN 37643 423/542-4159

Region 2:
Regional Supervisor
State Office Building, Suite 3038
531 Henley Street
Knoxville, TN 37902 423/594-6720

Rehabilitation Services

Harmman Early Childhood Center

P.O. Box 949

Harriman, TN 37748 423/882-1475

Rehabilitation Services
2418 North Morelock Road
Mornistown, TN 37814 423/587-7008



Rehabilitation Services
Tennessee School for the Deaf
2725 Island Home Road

Knoxville, TN 37920 423/594-6154 (voice /TTY)

Region 3:
Regional Supervisor
1501 Riverside Drive
Chattanooga, TN 37406 423 /493-6056

Rehabilitation Services
290 Durkee Road, SE
Cleveland, TN 37311 423/478-0328

Rehabilitation Services
444 Neal Street, East
Cookeville, TN 38501 ' 931/526-9783

Rehabilitation Services
Highway 52 Bypass
Lafayette, TN 37083 931/666-2179

Rehabilitation Services
125 Belmont Drive
McMinnville, TN 37110 931/473-4667

(no Region 4)
Region 5:

Regional Supervisor
88 Hermitage Avenue

Nashville, TN 37210 615/741-1606
Rehabilitation Services

1099 Cairo Road

Gallatin, TN 37066 615/451-5827

Rechabilitation Services
1405 A Brookwood Avenue
Franklin, TN 37064 015/790-55006

Rehabilitation Services
1241 Highway Drive
Clarksville, TN 37040 931/648-5560

Goodwill Industries
905 9% Avenue North
Nashvwville, TN 37208 615/742-4151



Region 6:

Regional Supervisor
209 Wayne Street
Columbia, TN 38401

Rehabilitation Services
1132 Haley Road
Murfreesboro, TN 37129

Rehabilitation Services
1304 Railroad Avenue
Shelbyville, TN 37160

Rehabilitation Services
135 Baxter Lane
Winchester, TN 37398

Rehabilitation Services
1200 Oakdale Street
Manchester, TN 37355

Rehabilitation Services

2221 Thornton Taylor Parkway

Fayetteville, TN 37334

Rehabilitation Services
237 East Taylor Street
Lawrenceburg, TN 37464

Region 7:

Regional Supervisor

225 Martin Luther King Boulevard

Suite 104-A, Box 15
Jackson, TN 38301

Rehabilitation Services
1979 St. John Avenue
Dyersburg, TN 38024

Rehabilitation Services
314 Florida Street
Union City, TN 38261

Rehabilitation Services
508 North Market Street
Pans, TN 38242

Rehabilitation Services
168 South Forrest
Camden, TN 38320

931/380-2563

615/898-8084

931/685-5019

931/967-7738

931/723-5072

931/433-4826

931/762-3486

901/423-5620

901/286-8315

901/884-2600

901/664-7361

901/584-2147



Rehabilitation Services
724 Highway 51 North
Covington, TN 38019 901/475-2505

Rehabilitation Services
2100 Wayne Road
Savannah, TN 38372 901/925-4968

(no Region 8)

Region 9:
Regional Supervisor
170 North Main, Room 802
Memphis, TN 38103 901/543-7301

Tennessee Vocational Training Centers:

A network of Vocational Training Centers is established throughout the state,
with cooperation and partial funding from local governments. Usually located
in rural areds, these services complement the more extensive rehabilitation and
related service facilities of the state’s larger citics. These facilities provide

vocational evaluation, adjustment, and placement services for individuals with
disabilitics. : :

Tennessee Vocational Training Centers include:

168 South Forrest Avenue

Camden, TN 38320 901/584-7015
1241 Highway Drive

Clarksville, TN 37040 931/648-5560
2895 Bates Pike SE

Cleveland, TN 37323 423 /478-0332
206 Wayne Street . v
Columbia, TN 38401 ) 931/380-2550
1605 Brown Avenue )
Cookeville, TN 38501 931/526-4721
1979 St. John Avenue

Dyersburg, TN 38024 901/286-8313
Comer of E & Roan Strect

Elizabethton, TN 37643 423/542-4159
1405A Brookwood Avenue

Franklin, TN 37064 615/790-5509

1099 Cairo Road
Gallatin, TN 37066 615/451-5826



241 Baileyton Road
Greeneville, TN 37743 423/639-5148

Highway 52 Bypass
Lafayette, TN 37083 931/666-2179

1200 Oakdale Street
Manchester, TN 37355 931/723-5070

1627 Percheron Street
Maryville, TN 37801 423/981-2382

2418 North Morelock Road
Morristown, TN 37814 ‘ 423 /587-7006

1132 Haley Road
Murfreesboro, TN 37129 615/898-8088

150 Rison Street
Paris, TN 38242 901/644-7363

1304 Railroad Avenue
Shelbyville, TN 37160 931/685-5017

314 Florida Street
Union City, TN 38261 7 901/884-2600

135 Baxter Lane
Winchester, TN 37398 ' " 931/967-4511

Restdential Vocational Rehabilitation Facility:

The Tennessec Rehabilitation Center in Smyma is the state’s only
comprehensive residential vocational rehabilitation facility. Five service delivery
programs are offered which are designed to meet the needs of Rehabilitation
Services clients: comprehensive rehabilitation evaluation, work adjustment,
vocational training, medical rehabilitation and visually impaired services.

Tennessece Rehabilitation Center
460 9% Avenue
Smyma, TN 37167 015/741-7921



Alcohol and Drug Abuse Services



Department of Health — Alcohol and Drug Abuse Services

The problems of chemical dependency and substance abuse impact cveryone
whose lives are touched by these issues. The Division of Alcohol and Drug
Abuse Services funds treatment, intervention and rchabilitation services
through community-based outpatient and residential treatment facilitics across
the state. Targeted activities designed to prevent alcohol and other drug abuse .
among youth and adults are conducted regularly.

Treatment Programs
To contact this Division for further information, call 615/741-1921.

Adolescent Residential Treatment: _

Adolescent residential treatment services are designed to restore the severely
dysfunctional alcohol and other drug dependent youth (ages 13-18) to levels of
positive functioning appropriate to the individual. Residents will usually live in
the facility around the clock from three to six months.

Adolescent Day Treatment:

Adolescent day treatment provides care and treatment during the day and/or
evening hours for abusers of aloohol and other drugs who are 13-18 years of
age. The average length of participation is 6-12 month, 5 days.a week, 4 hours
a day. Day programs may also include academic services.

-

Dual Diagnosis Prograumns:
Dual Diagnosis Programs assist clients in receiving trecatment for both
disorders, mental illness and chemical dependency, with the emphasis placed
upon identifying and treating the primary diagnosis.

Family Intervention and Referral Service:

This service provides a structured treatment program that provides short-term
counseling and intervention to members of the family who reside with a person
who is actively dependent, as well as the chemically dependent person.

Prevention Services:
To contact this Division for further information, call 615/741-1921.

Intensive Focus Group Prograumns:

Intensive focus group programs arc structured, short-term (12 weeks) education
counseling programs for youth and their families. Programs target youth
(10-18 years of age) identified as high risk for developing alcohol and other drug
problems and/or high risk to develop unhealthy living pattems due to negative
impacts of the environment they live in. At least one intensive focus group
program available for every county statewide.

Tennessee Teen Institutes:

Tennessee Teen Institute is a wecklong training and personal development
program designed (o prepare youth for a leadership role in the development of
school and community based prevention programming.



Statewide Clearinghouse:

The Statewide Clearinghouse serves as a centralized resource for materials and
information that is casily accessible by local and (oll-free telephone numbers.
The toll-freec number for Tennessee Redline 1s 1-800/889-9789 or the local
number is 615/244-7066. The Tennessee Redline serves as a referral source
for individuals requiring information or treatment. Redline services provide 12
hour telephone services, 5 days a week, which are available to the general
public.



Services Offered by the Department
of Children’s Services



Department of Children'’s Services

The Deparunent of Children’s Services provides a full range of services to
children in, and at risk of, state custody and their families.

Through' a variety of public and private agencies, administered in a managed
care environment, the department is responsible for:

- Child protective services, '

- Foster care,

- Adoption,

- Programs for delinquent youth,

- Probation,

- Aftercare,

- Treatment and rchabilitation programs for identificd youth, and

- Licensing for all child-welfare agencies.

The agency’s main office may be reached by calling 615/741-9699.

Listings for Providers, Community Residential Programs, and Departmental
Trcatmcnt Facilities follow.
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PROVIDER DIRECTORY LIST

‘ Agape Child and Family
Services, Inc.
P.O. Box 11411
Mecemphis, TN 38111
901-272-7339

AGAPE, Inc.
4555 Trousdale
Nashville, TN 37204
615-781-3000

il American Counscling System |

P.O. Box 309
603 West Main
Hohenwald, TN 38462
931-796-2039 ;

American Family Institute American Family Institute Associatedlgai%ollic Charities of
© P.O. Box 948 1314 Chamberlain Avenue 119 Dann “C‘D
Chattanooga, TN 37401 Chattanooga, TN 37404 Knoxville %‘3“3 917
Bachman Memorial Home, Inc. Bethany Homé Bcglc(:; Igl;l(e SV Oi(%age
P.O. Box 849 901 Chelsea Ave. 30(‘)1 ‘H amil Road
Cleveland, TN 37364 Memphis, TN 38107 Hixson. TN 37343
423-479-4523 901-525-1837 423?{;2 4-5757
Blount C?{L;n;)éghildrcn‘s Camelot Care Centers, Inc. Carent, Inc.

903 McC on Ave 659 Emory Valley Road 1220 8th Ave S.
Maryville, TN 37801 Oakridge, TN 37830 Nashville, TN 37203
493-982-6361 423-481-3972 315-742-3000
Carey Counseiing Center/Group Catholic Charities Central Appalachia Services,

408 Vireini St. Peter Home for Children " Inc.
o rgiia Strect 3060 Baskin P.O. Box 30809
Pads. TN 38242 Memphis, TN 38127 Kingston, TN 37662
901.642-0521 901-354-6300 423-578-3900 1
Charter Lakeside Child & Family Services, Inc. Child Shelter, Inc. {
2911Brunswick Road 901 East Summit Hill Drive 500 Tasso Lane, NE ;
Memphis, TN 38133 Knoxville, TN 37915 Cleveland, TN 37312 :
901-377-4701 423-524-7483 423-479-2520 ‘
Children's Home Church of God Home for . ; ]
Chambliss Shelter Children i Cglzl:)%ﬂﬁio\gg% l{{[(if)[; [(;‘a{
I 315 Gillespie Road P.O. Box 4391 Ch attanooga TN 37421
Chattanooga, TN 37411 Sevierville, TN 37864 423_8’;9‘2 4220
{ 423-698-2456 423-453-4644 -
COWOfg%‘Sfoql’{-%f ’l\)m‘?ﬁca DeDe Wallace Ceater DeNeuville Heights School
‘S‘uﬁfe‘ g olo sur P.O. Box 70189 3060 Baskin Street
Nashville. TN 37215 Nashville, TN 37207 Memphis, TN 38127
615—2§2-3100 615-463-6627 901-357-7316

JF Dyersburg-Dyer County Union
Mission
P.O.Box 179
Dyersburg, TN 38025-0179
901-285-0726

pLI
1

s

{

East Teanessee Christian Home |
P.O. Box 1147

Elizabethan, TN 37644
423-542-4423

East TN Chastian Services, Inc. :
P.O. Box 52703
Knoxville, TN 37950
423-584-0841
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Eckerd Family Youth
Alternatives

421 Catfish Farm Road

Deerlodge, TN 37726
931-863-5366

hup:/fwww.state tn.us/youtt/children/directory/provider hitm

Emergency Child Shelter, lnc. }
208 Parkway Blvd. i
Elizabethton, TN 37643 !
423-543-6696 i

Family & Chuildren's Services of |
Chattanooga
300 East 8th Street
Chattanooga, TN 37403
423-755-2808

Family& Children's Services of
Nashville
201 23rd Avenue North
Nashville, TN 37203
615-320-0591

Family & Educational Advisory
Associates
100 Oaks Office Tower
[| 719 Thompson Lane Suite 600
Nashville, TN 37204
615-383-2232

Family Link
1528 Poplar
Memphis, TN 38104
901-752-6911

First Tennessee Human

I

FHC Nashville Resource Agency Free ;}J_ﬂ[ I?;}p tlslt Family
804 Youngs Lane 112 East Myrtle Ave., Suite 90 lglt:nl cs, 1nc.
. ey Lane
Nashville, TN 37207 101 G Ale. TN 37743
615-228-4848 Johnson City, TN. 37601 03.639.9440
423-461-8209 )
Gateway House, Inc. Genesis Leaming Centers Glen Mills School
P.O. Box 220 430 Allied Drive Glen Mills Road
Louisville, TN 37777 Nashville, TN 37211 Concordville, PA 19331

423-983-8603

015-832-4222

610-459-8100

Goodwill Homes Community
Services, Inc.
P.O.Box 161282
Memphis, TN 38186-1282
901-785-6790

Greater Chattanooga Christian
Services
P.O. Box 4535
Chattanooga, TN 37405
423-756-0281

Guidance Center
118 North Church Street P.O.
. Box 1559
Murfreesboro, TN 37133
615-893-0770

Happy Haven Homes
2311 Wakefield Dr.
Cookeville, TN 38501
931-526-2052

Happy Hills Boys Ranch
1115 Ranch Road
Ashland City, TN 37015
615-307-3205

Harriet Cohn
Mental Health Center :
511 8th Street Clarksville, TN
37040
931-648-8126

Hohenwald, TN 38462
615-381-1111 ext. 1000

423-579-0039

615-860-4416

I{Olf{tg?ng?;trcghhﬁggéﬁdm Jabneel, Inc. Jackson Academy
P.O. Box 188 P.O.Box 690 222 Church Street
Greeneville. TN 37744 Powell, TN 37849 Dickson, TN 37055
423-638-4171 | 423-687-0141 615-446-3900
John Tarleton Home Joseph W. Johnson Jr. Meatal Kingswood School
Health Center, Inc.
2455 Sutherland Avenue P.O. Box 4755 P.O. Box 5000 i
Knoxville, TN 37919 e Bean Station, TN 37708 '
3 Chattanooga, TN 37405-0735 ;
Lewis Ambulatory Care Ceater, S . {
Ambulatory Care Ceater, New Lutheran Fm';l‘;gy Services of Madison Children's Home !
Hope D & E . . P.O. Box 419 |
- 3508 Maryville Pike . t
617 West Main Street Knoxville, TN 37920 Madison, TN 37116-0419 1
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| Magnolia Health & Education Memphis Recovery Centers . Metra Social Services
Route 6, Box 221-A 219 North Montgomery Richland VllISagc 25 Middleton
z‘ Columbia, TN 38401 Memphis, TN 38104 Nashvméf% 17210
! 615-377-8715 90127127151 15860643
Middle Tennessee Mental || Midtown Mental Health Center, {{ Moccasin Bend Mental Health !
Health Institute Inc. Institute
221 Stewarts Ferry Pike 427 Lynden Moccasin Bend Road
Nashville, TN 37214 Memphis, TN 38126 Chattanooga, TN 37405
615-902-7535 901-577-9463 423-785-3400
Monroe Haéi‘;% Children’s Mur-Ci Homes, Inc. My Friends House
P.O.Box 735 626 Eastview Drive
N Sendae Lone Antioch, TN 37011 Franklin, TN 37064
615-298-5573 615-641-6446 615-790-8919

New Life Hoinc, For Boys Inc.
P.O. Box 15676
Chattanooga, TN 37415

Dyersburg Dyer County Union Qasis Center, Inc.
Mission P.O. Box 121648

New Life Youth Home
250 Youth Home Rd. Nashville, TN 37212

423-877-7897 Dyersburg, TN 38024 615-327-4455
901-286-1866
Omni Visions Pathways of Teannessee, Inc. Peninsula Healthcare System
101 Lea Avenue 238 Summar Drive P.0O. Box 2000
Nashville, TN 37210 Jackson, TN 38301 Louisville, TN 37777
( 615-726-3603 901-935-8320 423-970-1881
Plateau Mental Health Center || Porter-Leath Children's Center Progress, Inc. (Our House)
P.O.Box 3165 868 North Manassas P.O. Box 10045
Cookeville, TN 38502-3165 Memphis, TN 38107 Nashville, TN 37204
423-756-2740 901-577-2500 615-297-3344
Quinco Coggl Ilglmy Mental Recovery Residences Residential Services, Inc.
10710 Highwa 64 West 217 24th Ave North 1451 Elm Hill Pike, Sutte 161
| Jighway Nashville, TN 37203 Nashville, TN 372104523
Bolivar, TN 38008 615-353-4385 615-367-4333
901-658-6113
Senior Citizens Services, Inc. Sullivan County Youth Center Teanessee Childrea's Home
4700 Poplar Avenue, Suite 100 852 Youth Center Road P.O. Box 10045
Memphis, TN 38117 Blouatville, TN 37617 Spring Hill, TN 37174
901-766-0600 423-279-2718 931-486-2274
The F}{)mﬂcc (irittcnton The King's Daughters' School Trac, Inc.
1531 Dgc{(w& 2§'R p 412 West 9th Street 220 S. Hickory Street
tex Lonas ¥oa Columbia, TN 38401 Gallatin, TN 37066
Knoxville, TN 37909 931-388-3810 615-451-2154
423-602-2021
. . 1
Triad Cglclifgcs & Youth Upper Cum[l;i:;land Human Upper Cumberdand Teen Ranch
'_ 204 E. Spring Street 3111 Enterprise Dr. oo Mayland Leop,
[ Cookeville, TN 38501 Cookeville, TN 38506 931-277-3024
i 931-528-8370 931-528-1127 :
1 - g s meim s seme e - e e .

W - —
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Watauga Mental Health West Teanessee Children's

Services, Inc. Wayne Halfway House Home
109 West Watuaga Avenue 1117 Santa Hwy 170 Frank Latham Rd
P.O. Box 2226 Waynesboro, TN 38485 Pi TN 38366
Johnson City, TN 37605 931-722-3272 or 9976 tnson, .

423-928-6546 901-989-7335

Western Mental Health Institute V»glson County Youth . Youth Emergency Shelter
. “mergency Shelter
11100 Highway 64 553 Victor Aveaue 407 West 5th Street North
Westem Institute, TN 38074 Morristown, TN 37814

Lebanon, TN 37087
901—658»—5141 ; 931-443-7222 423-586-7740

P —

Youth Services Intemational of

. Teanessee, Inc. Youth Town of Teanessee, Inc.
Youth Services hne. 5908 Lyons View Drive P.O. Box 1385
P Oak Ridee. TN 37831 Jane Keller Building Jackson, TN 38302
£ Knoxville, TN 37919 901-988-5251
423-584-5630
Youth Villages YWCA Try Angle House
P.O. Box 341154 1608 Woodmont Blvd.
Memphis, TN 38184 Nashville, TN 37215
901-867-8832 615-269-9922

Send Comments to : Department of Children's Services
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Community Residential Programs
NORTHEAST TENNESSEE REGION

ortheast Tennessee Academy (N.E.T. Academy)
epartment of Children's Services
00 Quarry Road
ohnson City, Tennessee 37601
423) 929-8300
‘ax: (423)434-6496

Hohnson City Boys Group Home
Department of Children's Services
208 Quarry Road

Johnson City, Tennessee 37601
(423) 929-8101

Fax: (423) 928-8632

ohnson City Observation & Assessment Center
Department of Children's Servxccs

Zlizabethton Group Home *
epartment of Children's Services
150 Hatcher Lane 10 Quarry Road
izabethton, Teanessee 37643 ohnson City, Teancssee 3760[
423) 543-1871 423) 929-1240
ax: (423) 547-0913 “ax: (423) 434-6497
LE.T Academy **
epartment of Children's Services
outc I, Box 2965
lzabcthton, Teanessee 37643
423) 547-4050
ax: (423)547- 4061
EAST TENNESSEE REGION
adisonville Group Home ¥ 0ak Ridge Group Home
epartment of Children's Services Departmeant of Children's Services
49 Wayman Road 125 Lancaster Road
adisonville, Teanessee 37354 ak Ridge, Teanessee 37830

423) 442-7411
fax: (423) 442-7413

423) 483-1170
l[Fax: (423) 483-9793

UPPER CUMBERLAND REGION

keville Hallway House
artment of Childrea's Services
1230 North Willow
keville, Tennessee 38501
ax: (423) 528-9299

DAVIDSON COUNTY REGION

ashwille Transttion Ceater
epartmeat of Children's Services
412 Plum Strect
ashville, Teanessee 37207
615) 741-1505
l Fax: (615) 227-5307




mununity Resideatial Programs htp/iwww state.tn.us/youd/childrea/directory/communit hun

SOUTHWEST REGION

ackson Hallway House
Department of Children's Services
35 North Highland Avenuc
ackson, Tennessee 38301
901) 423-6654
“ax: (901) 426-0533

SHELBY COUNTY REGION

cmphis Group Home cabody Resideatial Treatmen{ Ceater
artmeat of Children's Services Department of Children's Services
05 North Bellevue 1242 Peabody Aveaue
Aemphis, Teanessee 38301 Memphis, Teanessee 38104
901) 726-6872 901) 543-7943
ax: (901) 7260174 : Fax: (901) 276-1406

* Denotes programs for girls only
** Denotes programs for girds and boys

Send Comments to : Department of Children's Services

~CY



h((p://www.s(a(c.(nAus/you(h/childrcn/diroc(ory/you(hhlm

Departmental Treatment Facilities Directory

ait Youth Development Cenfer
Department of Children's Services
Route 4, Box 400

Pikeville, Tennessee 37367

615) 532-2000 ‘ (423) 881-3201
“ax: (615) 532-8402 . Fax: (423) 8814617

uperntendeat: Ken Curry Superintendent: Larry Lively

ilder Youth Development Ceater I
. p : Mountain View Youth Development Center -

ga}r}&negggfauldrcn s Service Department of Children's Service

(3870 Highway 59 809 Peal Lane |
. Y Dandridge, Teanessee 37725
omerville, Teanessee 38068 (423) 397-0174
J01) 4657359 leax: (423) 397-0738

“ax: (901) 465-7363
uperintendent: Jeannette Birge
eanessee Preparatory School ¥¥
epartment of Children's Services
1200 Foster Avenue
ashville, Tennessec 37243-0385
615) 741-4018 R
ax: (615)~ -
uperinteadent: Butch Garrett

Supenntendent: Gary Morris

.

* Deaotes programs for girls

** Denotes programs for girls and boys

Sead Comments to : Department of Children's Services




Services Offered by the Tennessee

‘Commission on Children and
- Youth



Tennessee Commission on Children and Youth

The objectives of the Tennessece Commission on Children and Youth are
performed through seven program areas:

1.

2.

Advocacy: TCCY provides leadership for advocacy activities on behalf
of children and families.

Juvenile Justice: TCCY is the state advisory group responsible for
implementing the provisions of the Juvenile Justice and Delinquency
Prevention (JJDP) Act in Tennessee. :

Ombudsman Program: The TCCY Ombudsman staff serve as neutral
reviewers to respond to questions, concerns, or complaints regarding
children in state custody. '
Evaluation of Services for Children: TCCY conducts targeted
cvaluations and is responsible for the Children’s Program Outcome
Review Team (C-PORT) evaluation and the Impact Study. C-PORT
collects, analyzes, and- reports essential information about the
population of children in state custody and their families. The Impact
Study utilizes an intensive case review approach to assess the impact
of managed care on the delivery of TennCare/Medicaid services to
children, with a special focus on children with serious emotional
disturbances. '

Regional Councils: TCCY staffs and coordinates nine regional councils
that provide organizational structure for statewide networking on
behalf of children and families. ’ ’

- Information Dissemination: TCCY regularly produces and distributes

various publications, newsletters and reports which disseminate
information on children’s issues.

. Teenage Pregnancy: TCCY administers state funds directed toward

{eenage pregnancy prevention and teen parenting.

This agency may be reached by calling 615/741-6239.







STATE OF TENNESSEE
DEPARTMENT OF HEALTH
BUREAU OF TENNCARE

729 CHURCH STREET
NASHVILLE, TENNESSEE 37247-6501

MEMORANDUM

DATE: NOVEMBER 15, 1999

TO: TennCare MCOs & BHOs TSOP: 036
Addendum 3

FROM: John F. Tig .-'3“
Deputy Cong

Department of Finance and Administration e
SUBJECT: EPSODT Screening Requirements

The Social Security Act (The Act), as amended by OBRA 89, requires that under the EPSDT
benefit, state Medicaid programs must provide for screenings, including vision, hearing, and
dental screenings, at intervals which meet reasonable standards of medical and dental
practice. These standards are to be established after consultation with recognized medical
and dental organizations involved in child health care. The Bureau also takes into
consideration HCFA requirements, guidelines established by the CDC, guidelines
established by the Tennessee Department of Health, and legislative requirements imposed
by the Tennessee General Assembly. Medically necessary treatment, including vision,
hearing, and dental services, shall be provided when needed. The Act also requires that any
service which is permitted to be covered under Medicaid that is necessary to treat or
ameliorate a defect, physical and mental iliness, or a condition identified by a screen, must
be provided to EPSDT patrticipants regardless of whether the service or item is otherwise
included in Tennessee's State Medicaid plan.

Per the TennCare/MCOIBHO contracts, MCOs and BHOs are required to furnish EPSDT
screenings, diagnosis, and treatments to all TennCare children under the age of 21.
Contractors may not impose prior authorization requirements on periodic screens conducted
by the primary care provider, and you must provide all medically necessary, TennCare-
covered services regardless of whether the need for such services was identified by a
provider whose services had received prior authorization from you or by an in-network
provider.
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Services under EPSDT must be sufficient in amount, duration, or scope to reasonably
achieve their purpose. The amount, duration, or scope of EPSDT services to enroliees may
not be denied arbitrarily or reduced solely because of the diagnosis, type of illness, or
condition. Appropriate limits may be placed on EPSDT services based on medical necessity.
However, if a service is medically necessary, it must be provided by the MCO/BHO without
regard to tentative service benefits limits. Whenever an MCO or BHO states that there is a
tentative limit on EPSDT services, enrollees and providers must be told that if medical
necessity can be shown, such limit(s) can be waived. The criteria set forth in this TSOP must
be forwarded to your provider network to ensure that each child’s needs are met.

Screening Requirements

The Bureau of TennCare has adopted the periodicity schedule recommended by the
American Academy of Pediatrics for Preventive Pediatric Health Care'. Inmunizations should
be provided in accordance with the Recommended Childhood Immunization Schedule, as
approved by the Advisory Committee on Immunization Practices (ACIP), the American
Academy of Pediatrics (AAP), and the American Academy of Physicians (AAFP). As these
schedules are reviewed, updated, and revised, the Bureau of TennCare will inform
MCOs/BHOs of any changes that may be different from those published. MCOs/BHOs will
then need to inform their provider network of any changes.

MCOs/BHOs must provide to eligible EPSDT enrollees who request it, screening services
(periodic comprehensive child health assessments); that is, regularly scheduled
examinations and evaluations of the general physical and mental health, growth,
development, and nutritional status of infants, chlldren and youth. As a minimum, these
screenings must include, but not limited to:

o Comprehensive health and developmental history (including assessment of both physical
and mental health development and dietary practices).

a Comprehensive unclothed physical examination (the child’'s physical growth shall be
compared against that considered normal for the child's age).

a Laboratory tests (including blood level assessment appropriate to age and risk).

o Vision testing, to be age appropriate, including diagnosis and treatment for defects in
vision, including eyeglasses. :

o Hearing testing, to be age appropriate, including diagnosis and treatment for defects in
hearing, including hearing aids.

o Appropriate laboratory testing (see below).

a Appropnate immunizations (see below).
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o Dental screening services furnished by direct referral to a dentist for children beginning at 3
years of age. This referral for services is for preventive dental care and screening in
accordance with the dental periodicity schedule. At a minimum, to include relief of pain and
infections, restoration of teeth and maintenance of dental health. Dental services shall be

performed by or under the supervision of dentists. Dental services may not be limited to
emergencies. o

o Health education including anticipatory guidance, i.e., counseling to both parent and child
to “assist in understanding what to expect in terms of the child's development and to
provide information about the benefits of healthy life style and practices as well as accident
and disease prevention.” (HCFA State Medicaid Manual Section 5123.2[E])

The medical screen shall be consistent with HCFA minimum standards. HCFA currently
requires at least the following, as medically appropriate: anemia test, sickle cell testing, and
tuberculin test. In addition to these, the child's age, sex and health history, clinical systems
and exposure to disease can make additional tests necessary, such as urine screening,
pinworm slides, urine cultures, serological tests, drug dependence screening, stool
specimens for parasite and ova, blood and HIV screening.

The medical screen is also to include appropriate childhood immunizations as recommended
by the Center for Disease Control's (CDC) Advisory Committee on Immunization Practices.
Currently, EPSDT must cover diphtheria, pertussis, tetanus, polio, measles, rubella, mumps,
varicella zoster (for chicken pox), and hemophilus b conjugate (Hib) vaccines. Immunizations
that may be appropriate based on age and health history but which are medically
contraindicated at the time of the screening may be rescheduled at an appropriate time.

A child below the age of six (6) shall also be tested for lead blood poisoning in accordance
with current CDC and/or American Academy of Pediatrics recommendations. Children who
test high (consistent with CDC measures) and children who are deemed to be “high risk” as
a result of the verbal risk assessment must receive follow up consistent with current CDC,
and/or American Academy of Pediatrics recommendations.

Screening Service Content

A. Comprehensive Health and Developmental History
This information should be obtained from the parent or other responsible adult who is
familiar with the child’'s history and includes an assessment of both physical and mental
health developments. Coupled with the physical exam, this includes:

1. Developmental Assessment

This includes a range of activities to determine whether an individual's developmental
processes fall within a normal range of achievement according to age group and
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cultural background. Screening for developmental assessment is a part of every
routine initial and periodic examination.

Developmental assessment is also carried out by professionals to whom children are
referred for structured tests and instruments after potential problems have been
identified by the screening process. You may build the two aspects into the program so
that fewer referrals are made for additional developmental assessment.

a. Approach: There is no universal list of dimensions of development for the different
age ranges of childhood and adolescence. In younger chlldren assess at least the
following elements:

) Gross motor development, focusing on strength, balance, locomotion:;

. Fine motor development, focusing on eye-hand coordination;

) Communication skills or language development, focusing on expression,
comprehension, and speech articulation; :

o Self-help and self-care skills;

. Social-emotional development, focusing on the ability to engage in social
interaction with other children, adolescents, parents, and other adults; and

. Cognitive skills, focusing on problem solving or reasoning.

As the child grows through school age, focus screens on visual-motor integration,
visual-spacial organization; visual sequential memory, attention skills, auditory
processing skills, and auditory sequential memory. Most school systems provide
routines and resources for developmental screening.

For adolescents, the orientation should encompass such areas of special concern as
the potential presence of learning disabilities, peer relations, psychological/psychiatric
problems, and vocational skills.

b. Procedures: No list of specified tests and instruments is prescribed for identifying
developmental problems because of the large number of such instruments,
development of new approaches, the number of children and the complexity of
developmental problems which occur, and to avoid the connotation that only certain
tests or instruments satisty Federal requirements. However, the following principles
must be considered:

) Acquire information on the child's usual functioning, as reported by the child,
parent, teacher, health professional, or other familiar person.
. In screening for developmental assessment, the examiner incorporates and

reviews this information in conjunction with other information gathered during
the physical examination and makes the objective professional judgment
whether the child is in the expected range. Review developmental progress, not
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in isolation, but as a component of overall health and well being, given the
child’'s age and culture.

Developmental assessment should be culturally sensitive and valid. Do not
dismiss or excuse improperly potential problems on grounds of culturally
appropriate behavior. Do not initiate referrals for factors associated with cultural
heritage.

Screens should not result in a label or premature diagnosis of a child. Providers
should report only that a condition was referred or that a type of diagnostic or
treatment service is needed. Results of initial screening should not be accepted
as conclusions and do not represent a diagnosis.

Refer to appropriate child development resources for additional assessment,
diagnosis, treatment or follow-up when concerns or questions remain after the
screening process.

2 Assessment of Nutritional Status

This is accomplished in the basic examination through:

Questions about dietary practices to identify unusual eating habits (such as - .
pica or extended use of bottle feedings) or diets which are deficient -or
excessive in one or more nutrients.

A complete physical examination including an oral dental examination. Pay
special attention to such general features as palior, apathy, and irritability.
Accurate measurements of height and weight, which are among the most
important indices of nutritional status.

A laboratory test to screen for iron deficiency. HCFA and PHS recommend that
the erythrocyte protoporphyrin (EP) test be utilized when possible for children
ages 1-5. Where the EP test is not available, use hemoglobin concentration or
hematocrit.

If feasible, screen children over 1 year of age for serum cholesterol
determination, especially those with a family history of heart disease and/or
hypertension and stroke.

If information suggests dietary inadequacy, obesity or other nutritional problems,
further assessment is indicated, including: '

fFamily, socioeconomic or community factors,

Determining quality and quantity of individual diets (e.g., dietary intake, food
acceptance, meal patterns, methods of food preparation and preservation, and
utilization of food assistance programs),

Further physical and laboratory examinations, and

Preventive, treatment and follow-up services, including dietary counseling and
nutrition education.
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B. Comprehensive Unclothed Physical Examination

Which includes the following:

o Physical Growth: Record and compare the child's height and weight with those
considered normal for that age. In the first year of life, head circumference
measurements are important. Use a graphic recording sheet to chart height
and weight over time.

) Unclothed Physical Inspection: Check the general appearance of the child to
determine overall health status. Physical inspection includes an examination of
all organ systems such as pulmonary, cardiac, and gastrointestinal.

C. Appropriate Immunizations?

Assess whether the child has been immunized against diphtheria, pertussis, tetanus, polio,
- measles, rubella, mumps, haemophilus influenzae type b conjugate (Hib), Hepatitis B, and
varicella zoster (chickenpox); and whatever booster shots are needed. The child's
immunization record should be available to the provider. "

Provide immunizations as recommended by the Advisory Committee on Immunization
Practices (ACIP). These recommendations will be used to determine when Federal Financial
Participation (FFP) is not available for single antigen vaccines (unless a combined antigen
was medically contraindicated).

D. Appropriate Laboratory Tests

- ldentify as statewide screening requirements the minimum laboratory tests or analyses to be
- performed by medical providers for particular age or population groups. Examples of some of
the tests to be considered as part of the statewide screening requirement are hematocrit or
hemoglobin screening, urinalysis, TB skin testing, STD screening, and cholesterol screening.
With the exception of lead toxicity screening, physicians providing screening services under
EPSDT program use their medical judgment in determining the applicability of the laboratory
tests or analyses to be performed. Lead toxicity screening must be performed as indicated
below. :

(1) Lead Toxicity Screening:

All children are considered at risk and must be screened for lead poisoning. HCFA requires
the use of the blood lead test when screening children for lead poisoning. The EP test is no
longer acceptable as a screening test for lead poisoning. Physicians should use each office
visit as an opportunity for anticipatory guidance and risk assessment for lead poisoning.
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<+ Risk Assessment: All children from 6 to 72 months of age are considered at risk and
must be screened. Beginning at 6 months of age and at each visit thereafter, the
provider must discuss with the child’s parent or guardian, childhood lead poisoning
interventions and assess the child’s risk for exposure. Questions should be asked that
aid the physician in determining exposure to lead poisoning in the child's home
environment, day care, preschool or babysitter's home, contact with those adults who
may work with lead (ex: construction or welding), location to factories involved with
lead, etc.

<Determining Risk: Risk is determined from the response to the questions that
Tennessee requires for verbal risk assessment®. If the answers to all questions are
negative, a child is considered low risk for high doses of lead exposure, but must
receive blood lead screening by blood lead test at 12 months of age and 24 months of
age.

If the answer to any question is positive, a child is considered high risk for high doses
of lead exposure. A blood lead test must be obtained at the time a child is determined
to be high risk.

Subsequent vérbal risk assessments can change a child's risk category. If as the
result of a verbal risk assessment a previously low risk child is recategorized as high
risk, that child must be given a blood lead test.

<+ Screening Blood Tests: The term “screening blood tests” refers to blood tests for
children who have not previously been tested for lead with a blood test or who have
been previously tested and found not to have an elevated blood lead level. If a child is
determined by the verbal risk assessment to be at:

(1) Low Risk: A screening blood lead level is. required at 12 months of age
and a second blood lead test at 24 months of age.

(2) High Risk: A blood lead test is required when a child is identified as
being high risk, beginning at six (6) months of age. If the initial blood
lead level test results are less than 10 micrograms per deciliter (ug/dL),
a screening blood lead test is required at every prescribed interval in
TennCare's EPSDT periodicity schedule through 72 months of age,

Unless the child has already received a blood lead test within the last six
(6) months of the periodic visit. A blood lead test result equal to or
greater than 10 pg/dL obtained by capillary specimen (fingerstick) must
be confirmed using a venous blood sample.
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If a child between the ages of 24 months and 72 months has not received a screening blood

lead test, then that child must receive it immediately, regardless of being determined at low
or high risk.

<+Diagnosis, Treatment, and Follow-up: If a child is found to have a blood lead levels
equal to or greater than 10 ug/dL, providers are to use their professional judgment,
with reference to CDC guidelines covering patient management and treatment,
including follow up blood tests and initiating investigations to determine the source of
lead, where indicated.

<+ Coordination With Other Agencies: MCOs/BHOs shall work with the Bureau and
WIC, Head Start, and other public and private resources to aid in eliminating duplicate
testing and ensure comprehensive diagnosis and treatment. Also, public health
agencies’ childhood lead poisoning prevention programs may be available. These
agencies may have authority and ability to investigate a lead-poisoned child's
environment and to require remediation.

(2) Anemia Test:

The most easily administered test for ‘anemia is a microhematocrit determination from
venous blood or a fingerstick.

(3) Sickle Cell Test:

Diagnosis for sickle cell trait may be done with sickle cell preparation or a hemoglobin
solubility test. If a child has been properly tested for sickle cell disease, the test need not be
repeated.

(4) Tuberculin Test:

Give a tuberculin test to every child who has not received one within a year.

(5) Others:

In addition to the tests above, there are several other tests to consider. An individual's age,
sex, health history, clinical symptoms and exposure determine their appropriateness to
disease. These include a urine screening, pinworm slide, urine culture (for girls), serological
test, drug dependency screening, stool specimen for parasites, ova, blood, and HIV
screening.

E. Health Education

Health education is a required component of screening services and includes anticipatory
guidance. At the outset, the physical and dental assessment, or screening, gives providers
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the initial context for providing health education. Health education and counseling to both
parents (or guardians) and children is required and is designed to assist in understanding
what to expect in terms of the child's development and to provide information about the
benefits of healthy lifestyles and practices as well as accident and disease prevention.

F. Vision and Hearing Screens

Vision and hearing screens are subject to their own periodicity schedules. However, where
the periodicity schedules coincide with the schedule for screening services, MCOs/BHOs
may include vision and hearing screens as a part of the required minimum screening
services.

1. Appropriate Vision Screen*. An age-appropriate vision assessment must be administered.
Consultation by ophthalmologists and optometrists can help determine the type of
procedures to use and the criteria for determining when a child is referred for diagnostic
examination.

Ocular alignment and visual acuity once in the 3-6 year old age range. These procedures
should be conducted at the first visit during which the patient is cooperative. Acceptable
methods for screening ocular alignment include: photoscreening (preferred), unilateral cover
test at 10 feet or 3 m, or Random Dot E Sterotest at 40 cm (630 secs of are).

Visual acuity should be tested once in each of the following age ranges: 10-13 years old and
14-18 years old. Acceptable methods for screening visual acuity include: Snellen Letters,
Snellen Numbers, Tumbling E, HOTV, Picture Tests, Allen Figures, or LH Tests.

Positive screening results should lead to referral for diagnostic assessment of vision. A
prompt re-screening may be substituted for immediate referral for diagnostic assessment if
the clinician believes the initial screening result is likely to be a false positive. Re-screening
should be done within 2-4 weeks rather waiting until the next scheduled well child visit.

2. Appropriate Hearing Screen®. An age-appropriate hearing assessment must be
administered. Obtain consultation and suitable procedures for screening and methods of
administering them from audiologists, or from the State Health Department or Education
Department.

Newborn hearing screening is recommended for all newborns, and are most likely to occur in
hospitals with the results reported to the primary care provider. Currently (1999), not all
hospitals in the state have the capability of conducting newborn hearing screening. Newborn
hearing screenings should be provided for all newborns by the year 2003. Acceptable
methods of screening include auditory brainstem response (ABR) and otoacoustic emissions
(OAF) with thresholds of 30 dB HL.
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An objective hearing screening test should be done once in each of the following age ranges:
3-6 years old, 10-13 years old, and 14-18 years old. Screening should be conducted at the
first visit during which the patient is cooperative during the above listed intervals. Acceptable
methods of objective hearing screening include conventional audiometry, hand-held

audiometry, or conditioned play audiometry (with a screening level of 20 dB HL at 500, 1000,
2000, and 4000Hz).

Positive screening results should lead to referral for diagnostic assessment of hearing. A
prompt re-screening may be substituted for immediate referral for diagnostic assessment if
the clinician believes the initial screening result is likely to be a false positive. Re-screening
'should be done within 2-4 weeks rather waiting until the next scheduled well child visit.

G. Dental Screening Services®:

Although an oral screening may be part of a physical examination, it does not substitute for
examination through direct referral to a dentist. A direct dental referral is required for every
child in accordance with the established periodicity schedules and at other intervals as
medically necessary. An eligible child shall be referred to a dentist beginning at the age 3, or
earlier if determined to be medically necessary. '

Especially in older children, the periodicity schedule for dental examinations is not governed
by the schedule for medical examinations. Dental examinations of older children should
occur with greater frequency than is the case with physical examinations. The referral must
be for an encounter with a dentist, or a professional dental hygienist under the supervision of
a dentist, for diagnosis and treatment. However, where any screening, even as early as the
neonatal examination, indicates that dental services are needed at an earlier age, the
needed dental services are to be provided. '

The requirement of a direct referral to a dentist can be met in settings other than a dentist's
office. The necessary element is that a dentist or other dental professional under the
supervision of a dentist examines the child. In an area where dentists are scarce or not easy
to reach, dental examinations in a clinic or group setting may make the service more
appealing to enrollees while meeting the dental periodicity schedule. If continuing care
providers have dentists on their staff, the direct referral to a dentist requirement is met.
Dental paraprofessionals under direct supervision of a dentist may perform routine services
when in compliance with State of Tennessee practice acts.

'See Attachment A
?See Attachment B
3See Attachment C
‘See Attachment D
*See Attachment E
®See Attachment F
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TennCare Authority:

42 U.S.C. §§ 1396a(a)(43); 1396d(a)(4)(B); 1396d(r)
42 C.F.R. § 440.230

42 C.F.R. § 441, Subpart B

HCFA's State Medicaid Manual

TennCare Rules and Regulation 1200-13-12-.04(1)(w)
TennCare/MCO Contract Section 2-3.a.1.; Section 4-8.

TennCare/BHO Contract Section 2.6.1.; Section 5.3.3.1.

TeanCare Contact Person:

Regarding -
Medical Issues: Karen Oldham, M.D.
Quality of Services: Ken Okolo
Policy: Melvin Everette
Contract Compliance: Jack Welch
EPSDT Coordinator: Kasi Tiller

(615) 741-0213
(615) 741-0192
(615) 741-0221
(615) 532-6743
(615) 532-6089

dcaft084c:a.9312
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ATTACHMENT A

PERIODICITY SCHEDULE FOR
EPSDT CHECK-UPS/SCREENS



ATTACHMENT A

PERIODICITY SCHEDULE FOR EPSDT CHECK-UPS/SCREENS

At Birth 6 vyears old
2-4 days of age 8 vyears old
1 month old 10 years old
2 months old 11 years old
4 months old : 12 years old
6 months old 13 years old
9 months old 14 years old
15 months old 15 years old
18 months old 16 years old
24 months old 17 years old
3 years old 18 years old
4 years old : 19 years old
5 years old 20 years old
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APPENDIX B

IMMUNIZATION SCHEDULE |



(dIVV) 'shyq L[iweg Jo AWLPBOY UBILIWY Y} puB (JVV) SOIRIPaJ JO AWapeoy UBdHIWY 3 ‘(J1OV) S99198IJ BOREZIUNWL U0 3NTWW0) KIOSIAPY aY) AQ Paa0lddy]
Jea gClI9ToEA
Leleqny
NN dWIN ‘sdwnpy
‘sa|seay
NI N NI
oljod ¢9liod Adl - Adl ¢@!lod
,9 9dA3
ql qiH | 9IH qiH sezuanjjul 'H
cSissnyad
‘snuela |
PL delg vdeld deld| deld |deld ‘eldayiydig
I
g doH doH
I
g deH .8 slijedon
sJA . 8JA sJA | sow sow sow | sow |sow |sow ow |[yuig | . dulooep
9b-vL | ZLbb| 9V |'8L | SL 2L | 9 14 4 b | y oby

"96E WNWIUIW pepuslWoge) 8y} Uey} Jeilies UBAID JO pass|w aJem sasop papuaWilosad Ajsnoirsld ji USAID 8q 0} SSUIODBA 91EDIPU
S|eAQ '®iqised) pue pejedipul Usym JisIA Jusnbesqgns Aue je uopeziunwuwi dn-yojed, B se UsAIb eq pinoys ebe pepuswiuodes sy je
uaAib Jou 8sop Auy "uojezZiunWW]| Joy sebe sjqejdecoe jo abuel ajeolpul sieg ‘sebe pPepusWIOIS) BURNOS JBpUN Pasl| aJe ,SBUIOOBA

6661 JoqwaoaQ - Auenuep ‘sajels papun
9|NPaYog uoieZIUNWW| POOYP[IYD PapUSWIWOIY



"Kepyuiq sl 8y} AQ pe}e|dwiod 8q pjnoys sasop (e pue 'J8p|o Jo 9be jo
SUIUOW £ Je pajelliul 3G JOU PINOYS BUI00BA AY BUL 'SHO9M € S| SISOP UBoMaq [BAIIUI WNWIUIW 83 pue ‘9b. JO s¥9am g 8J0j8q PaJalsiuiWpE 8 JOU PINOYS BUI00BA
AY 40 8s0p Jsiiy 8y "Joplaosd 8Jed Yijeay Jayyo Jo UeosAyd JIay} Yum o nsuoo uj uelpiend Jo Jusied ay) Aq epelW 8q PINOYS SUIDOBA SNJIABIOJ SSN O} UOISIDBp a8}
SI99; d3vv aui (Z pue 'aojoeld 0jui BU[OOBA MBU S|4} 838J0dI00UI 0} S8DJNOSAL PUB BWI) BJNbaJ ABW sJapIACID 848D Lieay (| :81B0IPU| 0} PaPEYS §I (AY) SNIIABIOY

"SNJIAQIOG PIIM 0} 9np SHBRJQIN0 0400 0} subBledweo Uoneziunwwi
SSeW Joj 80l042 JO BUIEA BU} SUBWBS AJO 'SBaJe OjWepUe-oljod 0} [9ABJ} JuaUiLIWI pUB 'suojiosiul Jo Jaquinu e|qe}dadoeun Ue aJinbaJ pinom Udiym UoleZIuntul
30 UOREIIUI 83€| 'SU0IO8[U} JO JOQUUNU PEPUSWILLIODaS 3} 1da008 JOU Op OUM SJUBJBd JO UBJPHYD 'SB 4ONS SBOUBISWNOII [eloeds Jo) AlUO o|qeidadde si pue sjnpayds
34} JO s3s0p (Z) oM} ISJy BY) JO} PIPUBIWODaY JBBUO| OU S| AJO 'SIOBIUOD PIOYasnoy Jiay} pue suossad pesidWooounuiwl Joj PapUSWIW0da) Si pUe 9|qejdsooe
S| OS|e S8SOP |8 JO} Ad| J0 98N 'SJedA 9 = p PUB SYIUOW 8| — ZL 18 AJO J0 S8SOpP Z AQ PeMO|0) 'SYIIOW { pue Z sabe 18 paJalsiujupe Ad] oG PINOYS uiooeA
SnJjACYOd O SINPAYDS |BIUSNDES B PUBIIOD8S 0} SBNURUOD IOV 8YL ‘Ad] 94 PINOYS 8Uj0OBA SNJIA0(Od JO S3SOP (Z) OM} ISJl 9U} JBU} PUSWLIOD3) MOU J4vY
puUe 'gdvv 'dIOV UL (AJO) 8ulooeA snjACIOd jBIO PUB (JA]) BUIGOEBA SNJADIOG PRIBAIORUI [SIBIS PHUN BY} U] PaSUSDI| AJUSLIND 8Je SSUIDOBA snJIAo}od () om ¢

‘sebe osoU Jo} peacidde-y(Q4 sssjun 'sbe
JO SYlUoW g Jo 'y 'Z e sjury| Ul Uojeziunwiw Aew)d Jo; pasn 8q Jou pjnoys s}onposd UORBUIGWOD qiH/deLd Ueuodw oo aUi0DBA Qi 94} 0} 8SU0dSa) suNWW!
J8Mmo| & 8onpul Aew s1onpoJd UojBUIqUICD SWOs Buisn Jey) pajesisUOWap SARY SIUEBU Ul SB(PNIS [BO1UI[0 9Shedag 'padinbal Jou si syjuow g je asop e 'sbe jo syjuow
p pue Z 18 passisiuiwpe si ((HoJs] XVdWOO Pue gIHXeApsad) dWO-ddd Ji '9Sh JUBjU| JO} Pasuadl| 8Je saujooeA 83eBn[uod (qiH) q adAy eezusnyul 'H (g) 884yl ,

'$J89A O AISAS PIPUBIICDD. 9J€ $J8}S00Q P SUIINOJ
Jenbasang "1 40 'delg 'd.LQ 40 9SOp isB| 8y 9oUls pasde|e sAeY sieak G jsea) je J abe jo siesh ZL — || Je PapUBWWIODa) S| (SPioX0} BaWdIp PUB snueis)) Pl
'syluow g| —~ G| sebe je uInjas 03 Al9X|jUn. S} PlIYO 9y} Ji PUB BSOP [, U} 90UlS pasde|d sABY SYIUOW g papiA0id ‘abe JO SUIIOW Z | Se AlJed SE pale)sIuiupe 8q Aew
(delq Jo d.1Q) osop b UL 'delq O} 8AlleUIS}E 8|qeldsdde Ue s| dL(] ||99-3|0UAM "PUI0DBA JLQ II90~[0UM JO SISOP 9J0W JO | PRAISOS) SABY OUM USJP|IYD Ul S91J9S
9y} Jo Uojjajdwod Buipnjoul ‘salies UOIBZIUNWI| B} Uj SISOP (|8 JOj 9Ul00BA peJseyeld 9y} §| (suiooeA sissnuad Je|nj|soe pue Spioxo} snUeye) pue euayiydip) deld .

UOROBIUL ABH JO Ayoluiepua YBiy Jo 838JepoW YIm PlUOM BU} JO SBRJE U| UJOQ 9J9M S}UaJed aSOUM JO U} UJOG 8J9M OUM UBJP|IYD 8ZIUNWWI 0} @pewW 8q pInoys
SUoYe jeloads usiA Aue Bulnp selies ey uibeq Aew g sppeday ysuiebe paziunwwi usaq Jou aAeY oym (ebe jo sieak gl ubnosyy) syusose|ope pue UaJpliyo ||y (ebe
JO Yoom | ey Jaigl ouU) 8|qIssod se Uoos se ©|gH 8AI80aJ PINoys JuBjul 8y} 'sAlisod si }se) ByysgH oyl jl 'sniels BysgH s.Jayiow sy} auiwiaep 0} AJBAlep Jo sWl
89U} }e UMEIp 8q PINOYS POO|q |BUIBIBIA "YUIQ 40 SINOY Z| UiylIm BUI00BA g sliijeday eA[e98) pinoys umouxun sf smejs bysgH 9soym sJeyjoll 0 Uioq sjueju]

'9b€g jo syjuow
9 }& 9S0P pig YY) pUE 96F JO SYJUOW Z — | JB PIPUIWWOII] S| 9SOP puZ O L "§93|F 9J8JEAIS J& Y}I|q JO SINOY ZL Uyi|m
(91gH) uyinqo6 sunwwy g $13138doy |W G°g puE dUjI9BA g s[3jyedaly 9Aj9234 pinoys siayjow aaljisod-BysgH 03 udoq sjueju|

"SjUBJU| Joj 96 JO SYUOW g 8J0J9q JOU ING 'BSOP 4,7 B4} JOYE SYIUOW T ISED| I8 PUB 3SOP | 9} JOPE SYIUOW  }ses| Je paJdlsiuiwpe
9Q PINOYS 8SOP € YL '9SOP ;| B} JOYR YIUOW | SBS| JB SU[OOBA g SRiBdaY JO 9SOP ,,Z 94} 9AI909J PINOYS SJoyjow oA;eBeu-BYSgH oF UJoq siug] ,

"SUOREPURWIWOD3) pajie}ap 0}
syasu] ebexoed ,sieJnjoBiNUBW 84} JINSUOD PINOYS SJBPJACId PaIed|pUIRJIu0D JOU 3.8 SjUSLOdWoD JIYI0 SY PUB PaIedjpul 8i8 SUCBUIQUO0D 8y} jo sjuauodwos Aue
JoABUBUM pasn 8q Ael SUOJRA UOBUIGUIOD "SSUIOOBA POOYP|IYO PasUDd)l AJUaJiind JO UOREJSIUIWPE 8URNOJ JOj sabe papuswiodsl ay) saiedlpul ajnpayds siy] ,

gl 8bed
€ Wnpueppy 920 4OS.L
) * WNANYYOWIW

) )



‘Yede s3a9m p }sed| je UsAID 'sesop Z 8Aj909J PINOYs JBAO JO aBR Jo sJBBA ¢ SU0SIeC 8|qIdaosng PeZIUNWIWL] Usaq JOU SABY OUMm puE (Jopiroid a.e0 Yyeay e Aq
pabpnl se) xoduaxoiyo jo Aoys|y 8|qe|as & %Ok oYM asoy} ') ‘UBJP|IYO 8|qRAeISNS JOj ABPYMIQ ISIl) B} JOYE JO UO YISIA AUB J& PSPUBLILLIODaS SI BUIDDEA B|[3JIEA e

USIA Pjo-JedA-Z| 0} = || 89U} AG 8|NPayos 9y} 839|dW0d 8q PINOYS ISOP PUCDSS By} PaAiadal Ajsnolas.d
JOU ARy oym asoy L ebe jo syjuow | Jaye Jo je BuluuiBeq paJalsiuiupe Je S8SOP Wi0q 1By} PUB 9SOP | 8y} o }djeda) souls pasde|d BABY sHeem p 1sEd| Je
PapiAcid “isiA Aue Bulinp paJeisiujuipe oq Aew Ing 96e jo sJesk 9 = v J& A|BURN0J PEPUBLUWOSRS S| (YININ) BUjOOBA E[18qNJ pUE 'sdWNW 'S3|SBIW JO 8SOP 4,7 BUL ,

‘ L\ ebed

€ Wnpusppy 9¢0 4OSL

v v .+ WNANYYOW3IW
, )



ATTACHMENT C

LEAD RISK ASSESSMENT
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ATTACHMENT C
Lead Risk Assessment Questions
1. Does your child live in or regularly visit a home with peeling or chipping paint built

before 19607 (This could include a day care center, home of a baby sitter, or relative.)

2. Does your child live in a house built before 1978 with recent, or ongoing, or planned
renovations or remodeling?

3. Does your child frequently come in contact with an adult who works with tead?
(Examples: construction, welding, pottery, or other trades or hobbies that utilize lead.)

4, Does your home contain any plastic or vinyl mini blinds?

5. Have you been told your child has low iron?

6. | Have any of your children or their playmates had lead poisoning?

7. Have you seen youf child eating paint chips, crayons, soil or dirt? EENEE

8. Does your child live near a lead smelter, battery recycling plant or other industry that

is likely to release lead? (Give examples in the child's community.)

9. Do you give your child any home or folk remedies, which may contain lead? (Give
examples such as Moonshine, Azarcon, Greta, and Paylooah.)

10.  Does your child live within 80 feet of a heavily traveled road or on a heavily traveled
street? '

11. Doé_s your home's plumbing have lead pipes or copper with lead solder joints?
12.  Does you family use potteryiware or leaded crystal for cooking, eating, or drinking?
Detérmining Risk Factors
Risk is determined from the response to the questions on the verbal risk assessment.
« If all the answers are negative a child is considered low risk. Low risk children continue to
be assessed for risk from 6 months to 60 months of age. For low risk children residing in

the designated high risk counties, a blood lead level is required at 12 months and a
second blood lead level at 24 months during routine well-child exam.
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The following counties have identified as being high-risk areas for childhood lead poisoning:

Bedford Giles Putnam
Bradley Hamilton Rutherford
Cumberland Knox Shelby
Davidson A Madison Sullivan
Fayette Maury Sumner
Gibson Montgomery Tipton

*As risk factors change over time, so may the targeted counties. Up dates will be issued as
appropriate.

If the answer to any question is positive, a child is considered high risk. A blood level
(BLL) should be obtained on any child identified to be high-risk during the screening
exams a six (6), twelve (12), twenty-four (24), thirty-six (36), and sixty (60) months of age.
Once ‘identified as high-risk, a child's BLL should be followed at least to the age of 24
months. If the BLL is less than 10 pg/dL at 24 months, then no further screenings are

required unless that child moves to another house prior to 72 months of age, or other
previous negative risk factors become positive.

All elevated blood levels must be confirmed by venous blood sampling. The time between
the initial capillary screening and venous confirmation must be based on the criteria
below.

If the result of the screening test Perform diagnostic test on
(pg/dL) is: venous blood within:
10-19 3 months
20-44 1 month - 1 week*
45 - 59 48 hours
60 - 69 24 hours
70 immediately as an

emergency lab test

“The higher the screening BLL, the more urgent the need for a confirmation test.




MEMORANDUM :
TSOP 036 Addendum 3
Page 21

ATTACHMENTD

'VISION SCREENING
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ATTACHMENT D
VISION SCREENING

Recommendations for Subjective Recommendations for Objective

Vision Screening ' Vision Screening
Newbomn

Eye exam: red reflex, comneal inspection

2 - 4 days ‘

Eye exam: red reflex, comeal inspection

By one month -
Parental perception of vision Eye exam: red reflex, corneal inspection
: Fixes on face, follows with eyes

2 months

Parental perception of vision Eye exam: red reflex, corneal inspection

: Fixes on face, follows with eyes

3 months o

Parental perception of vision Eye exam - fixes and follows each eye
4 months

Parental perception of vision Eye exam - fixes and follows each eye
6 months

Parental perception of vision Eye exam - fixes and follows each eye
9 months :

Parental perception of vision Eye exam - fixes and follows each eye
12 months ' :

Parental perception of vision Eye exam - fixes and follows each eye
15 months ' '

Parental perception of vision Eye exam

Can see small objects Can see small objects
18 months

Parental perception of vision Eye exam

Can see small objects _ Can see small objects
24 months '

Pareatal perception of vision Eye exam

Can see small objects Can see small objects
3 years

Parental perception of vision Eye exam - Ocular alignment, visual

Can see small objects acuity (optional) Can see small objects
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4 years
Parental perception of vision

Eye exam - Ocular alignment, visual
acuity (if not done at 3 years)

5 years
Parental perception of vision

Eye exam - Ocular alignment, visual
acuity (if not done at 3 or 4 years)

6 years
Parental perception of vision

Eye exam - Ocular alignment, visual
acuity (if not done at 3, 4, or 5 years)

7 years

Parental and patient perception of vision Eye exam
8 years

Parental and patient perception of vision Eye exam
9 years

Parental and patient perception of vision Eye exam

10 years
Parental and patient perception of vision

Eye exam - Visual Acuity

11 years
Parental and patient perception of vision

Eye exam - Visual Acuity (if not done at
10 years)

12 years
Parental and patient perception of vision

Eye exam - Visual Acuity (if not done at
10 or 11 years)

13 years
Parental and patient perception of vision

Eye exam - Visual Acuity (if not done at

14 years
Parental and patient perception of vision

10, 11, or 12 years)

Eye exam - Visual Acuity

15 years
Parental and patient perception of vision

Eye exam - Visual Acuity (if not done at
14 years)

16 years
Parental and patient perception of vision

Eye exam - Visual Acuity (if not done at
14 or 15 years)

17 years
Parental and patient perception of vision

Eye exam - Visual Acuity(if not done at
14, 15, or 16 years)

18 years
Parental and patient perception of vision

Eye exam - Visual Acuity (if not done at
14, 15, 16, or 17 years)
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19 years
Parental and patient perception of vision

Eye exam

20 years
Parental and patient perception of vision

Eye exam

21 years
Parental and patient perception of vision

Eye exam
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ATTACHMENT E

HEARING SCREENING



MEMORANDUM
TSOP 036 Addendum 3
Page 26

ATTACHMENT E

HEARING SCREENING

Recommendations for Subjective
Hearing Screening

Recommendations for Objective
Hearing Screening

Newborn
. Parental perception of hearing
Family history
Wakes to loud noises
Head turning to voice/noise

ABR or OAE, if performed in hospital
Observational screening with noisemaker
(optional)

2 -4 days-
Parental perception of hearing
Family history
Response to voice and noise - parental report

ABR or OAE, if performed in hospital
Observational screening with noisemaker
(optional)

By 1 month
Parental perception of hearing
Family history (unless previously recorded)
Response to voice and noise - parental report

Ear exam
Observational screening with noisemaker
(optional)

2 months
Parental perception of hearing
Family history (unless previously recorded)
Response to voice and noise - parental report

Ear exam
Observational screening with noisemaker
(optional)

3 months
Parental perception of hearing
Family history (unless previously recorded)
Response to voice and noise - parental report

Ear exam
Observational screening with noisemaker
(optional)

4 months
“Parental perception of hearing
Recognizes parent’s voice - parental report
Family history (unless previously recorded)

Ear exam
Observational screening with noisemaker
(optional)

5 months
Parental perception of hearing
Recognizes parent’s voice - parental report
Family history (unless previously recorded)

Ear exam
Observational screening with noisemaker
(optional)

6 months
Parental perception of hearing
Turns to sound - parental report
Family history (unless previously recorded)

Ear exam
Observational screening with noisemaker
(optional)
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9 months
Parental perception of hearing,
Response to voice and noise - parental report
Family history (unless previously recorded)

[zar exam
Observational screening with noisemaker
(optional)

12 months
Parental perception of hearing
~ Response to voice and noise - parental report
Family history (unless previously recorded)

Ear exam
Observational screening with noisemaker
(optional)

15 months
Parental perception of hearing
Response to voice and noise - parental report
Family history (unless previously recorded)

Ear exam
Observational screening with noisemaker
(optional)

18 months
Parental perception of hearing
Response to voice and noise - parental report
Family history (unless previously recorded)

Ear exam
Observational screening with noisemaker
(optional)

24 months
Parental perception of hearing
Response to voice and noise - parental report
Family history (unless previously recorded)

Ear exam
Observational screening with noisemaker
(optional)

3 years
Parental perception of hearing

Ear exam
Hearing Screen (optional)
Observational screening with noisemaker

4 years
Parental perception of hearing

(optional)

Ear exam
Hearing Screen (if not done at 3 years)

5 years
Parental perception of hearing

Ear exam
Hearing Screen (if not done at 3 or 4
years)

6 years
Parental perception of hearing

Ear exam
Hearing Screen (if not done at 3, 4 or 5
years)

7 years
Parental and patient perception of hearing

Ear exam
Hearing Screen
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8 years
Parental and patient perception of hearing,

Ear exam
Hearing Screen (if not done at 7 years)

9 years
Parental and patient perception of hearing

Ear exam
Hearing Screen (if not done at 7 or 8
years)

10 years
Parental and patient perception of hearing

_Ear exam

Hearing Screen (if not done at 7, 8, or 9
years)

11 years ‘
Parental and patient perception of hearing

Ear exam
Hearing Screen (if not done at 7, 8, 9, or
10 years)

12 years
Parental and patient perception of hearing

Ear exam
Hearing Screen (if not done at 7, 8, 9,10
or 11 years)

’

13 years
Parental and patient perception of hearing

Ear exam
Hearing Screen (if not done at 7, 8, 9, 10
11, or 12 years)

b

14 years
Parental and patient perception of hearing

Ear exam
Hearing Screen

1S years
Parental and patient perception of hearing

Ear exam
Hearing Screen (if not done at 14 years)

16 years
Parental and patient perception of hearing

Ear exam
Hearing Screen (if not done at 14 or 15
years)

17 years
Parental and patient perception of hearing

Ear exam
Hearing Screen (if not done at 14, 15, or
16 years)

18 years
Parental and patient perception of hearing

[zar exam
Hearing Screen (if not doune at 14, 15, 16,
or 17 years)
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19 years
Parental and patient perception of hearing

Iar exam

20 years
Parental and patient perception of hearing

Lzar exam

21 years
Parental and patient perception of hearing

Ear exam
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ATTACHMENT F

DENTAL SCREENING
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RECOMMENDATIONS FOR PREVENTIVE PEDIATRIC DENTAL CARE*
Because cach child is unique these Recommendations are designed for the care of children who have no important health
problems and arc developing nonmally. These Recommendations will need to be modified for children with special
health care needs or if discasc or trauma manifests variations. The Academy emphasizes the important of very early
professional intervention and the continuity of care based on the individualized needs of the child.

Recommended Pediodontic Care Required by contract
beginning at 3 years of age
“Infancy Late Infancy | Preschool School-Aged | Adolescence
Age' 6-12 Mons. 12-24 Mous. 2-6 Years|  6-12 Years 12-21 Years
Oral Hygiene? Parents/Guardians/ | Parents/Guardians/ | Child/Parent/ Child/Parent/ Patient
Counseling Caregivers Caregivers Caregivers Caregivers
Injury Prevention® * * * * *
Counseling
Dietary Counseling® * * * * *
Counseling for* * * * * *
Non-nutritive Habits
Fluoride® * * * * .
Supplementation
Assess Oral Growth’ * * * * *
& Development
Clintcal Oral Exam every 6 mo. * * * * *
Prophylaxis and ® ' * * * *
Topical Fluoride
Treatment every 6 mo.
Radiographic’ * * * * *
Assessment
Pit & Fissure Sealant If indicated on Lst permanent 2™ permanent
primary molars|] molars as soon as { molars as soon
possible after as possible
eruption after eruption
Treatment of Dental * * * * *
Discase/Injury
Assessment and Treatment * * *
of Developing Malocclusion
* *

Substance Abuse Counscling

Assessutent and Removal
of 3 malar

Reteral tor Regular and
Periodic Dental Care

Anticipatory Guidance'
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Notes:

l.

8.
9.

First exam at the eruption of the first tooth and no later than 12-18 months.

Initially, responsibility of parent; as child develops jointly with parents; then when indicated only child.
Initially play objects, pacifiers, car seats; then when leaming to walk; and ﬁnally sports and routine playing.
At every appointment discuss the role of refined carbohydratcs; frequency of sx;acking

At first discuss the need for additional suckmg, digits vs. pacifiers; then the need to wean from the habit
before the eruption of the first permanent front teeth.

As per AAP/ADA Guidelines and the water source.
By clinical examination.

Especially for children at high risk for caries and periodontal disease.
As per AAPD Radiographic Guidelines.

10. Appropriate discussion and counseling, should be an integral part of each visit for caries.

*American Academy of Pediatric Dentistry, May, 1992.
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Progress Toward EPSDT Targets

Column A Column B Column C Column D
Year HCFA 416 | Percentage | Adjusted Periodic | Dental Screening
screening | of required Screening Percentage
per- 7 Percentage (DSP)****
centage* | components (APSP)***
included in
screens**
FFY 96 3%% 56.2% 21.9% 28.2%
(baseline)
FFY 97 45% 55.1% 24.8% 31.1%
FFY 98 39% 30.8%
First Target Target: 51.9% Target: 38.2%
FFY 99
FFY 00 o If'the figure for Minimum 10
FFY 99 is < 55, point increase
minimum 20 '
point increase
o Ifthe figure for
FFY 99 is > 55,
minimum 10
point increase
FFY 01 Final Target: 80% Minimum 10
point increase
FFY 02 Minimum 10
point increase
FFY 03 Final Target:
80%

*This percentage is taken from the ratio reported on the HCFA 416 that is filed each year. Itis
determined according to a formula given us by HCFA, which involves dividing the actual number of
screening services provided by the expected number of screening services that should have been provided,
given the ages and numbers of children enrolled.

**This percentage is obtained by the QI Unit after conducting an annual statistically valid medical record
review of encounters coded as periodic screens.

***This percentage is calculated by multiplying the figure in Column A by the figure in Column B.

**«*This percentage is calculated by dividing the actual number of dental encounters provided for children
aged 3-20 by the expected number of encounters (1 per year) for children in this age group.
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EPSDT & Dental Screens Conducted on New Commitments to Custody during Month (Unfiltered Data*)

July (unfiltered) per CORS

With EPSDT % of Total With Dental % of Total With EPSDT % of Total With Dental % of Total
Region Total Date with date Date with Dental Region Total Date with date Date with Dental
Davidson Co. 49 22 44.9 9 18.4 Davidson Co. 74 4 5.4 3 4.1
East TN 79 28 . 35.4 16 20.3 East TN 76 15 19.7 7 8.2
Hamilton Co. 20 7 35.0 2 10.0 Hamilton Co. 13 [ 46.2 o] 0.0
Knox Co. 40 33 82.5 23 57.5 Knox Co. 25 17 68.0 10 40.0
Mid Cumb. 58 30 517 12 207 Mid Cumb. 77 27 35.1 9 11.7
NE 40 18 45.0 10 25.0 NE 45 7 16.6 3 6.7
Nw 21 21 100.0 15 714 NW 36 22 61.1 13 36.1
Shelby Co. 47 2 4.3 1 2.1 Shelby Co. 51 4 7.8 2 3.9
S Central 29 23 79.3 15 51.7 S Central 43 19 44.2 9 20.9
SE (TNKIDS) 27 25 92.6 15 . 55.6 SE (TNKIDS) 30 23 76.7 10 33.3
Sw 35 28 80.0 23 65.7 SwW 40 18 47.5 17 42.5
Upper Cumb. 34 24 70.6 9 26.5 Upper Cumb. 48 6 12,5 2 4.2
Total 479 261 54.5 150 31.3 Total 558 169 30.3 85 15.2
September (unfiltered) per CORS September (unfiltered) per TNKIDS

With EPSDT % of Total With Dental % of Total With EPSDT % of Total With Dental % of Total
Region Total Date with date Date with Dental Region Total Date with date Date with Dental
Davidson Co. 74 5 6.8 3 4.1 Davidson Co. 70 5 7.1 2 2.9
East TN G8 7 10.3 3 4.4 . East TN 61 9 14.8 3 4.9
Hamilton Co. 6 2 33.3 1 16.7 , Hamilton Co. 20 0 0.0 0 0.0
Knox Co. 32 16 50.0 9 28.1 Knox Co. 42 12 28.6 4 9.5
Mid Cumb. 71 12 16.9 5 7.0 Mid Cumb. 41 8 18.5 1 2.4
NE 35 6 17.1 2 5.7 NE 35 6 17.1 3 . 86
NwW 26 2 7.7 1 3.8 NW 26 9 34.6 5 19.2
Shelby Co. 65 2 3.1 0 0.0 Shelby Co. 55 8 14.5 2 3.6
S Central 38 14 36.8 9 23.7 S Central 40 17 42.5 10 25.0
SE n/a n/a n/a n/a n/a SE 35 21 60.0 5 14.3
Sw 36 8 22.2 4 11.1 Sw 34 4 11.8 2 59
Upper Cumb. 20 4 20.0 2 10.0 ' Upper Cumb. 23 3 13.0 2 8.7
Total 471 78 16.6 39 8.3 Total 482 102 21.2 39" 8.1

*Note: Unfiltered data includes all children, regardless of placement status or age. This is how data were reported in past EPSDT reports,
and includes children in YDCs, detention, or on runaway status (for health screens) and children under three (for dental screens).

Sheelt



EPSDT & Dental Screens Conducted on New Commitments to Custody during Month (Filtered Data¥)

With EPSDT Date With EPSDT Date % of Total with Children age With Dental Date With Dental Date % of age 3+
Region Yotal within time frame** outside specified ti EPSDT Date S and over within time frame outside specified time with Dental
Davidson Co. 49 5 0 10.2% 36 3 0 8.3%
East TN 58 6 0 10.3% 51 2 0 3.9%
Hamilton Co. 4 1 0 25.0% 2 0 0 0.0%
Knox Co. 27 12 (0] 44.4% 19 6 0 31.6%
Mid Cumb. 63 9 1 15.9% 55 3 1 7.3%
NE 33 5 1 18.2% 28 1 1 7.1%
NW 20 2 0 10.0% 19 1 0 5.3%
Shelby Co. 54 2 0 3.7% 34 0 0 0.0%
S Central 35 13 0 37.1% 30 .7 0 23.3%
SE n/a n/a n/a n/a n/a na n/a n/a
SW 31 8 0 25.8% 28 3 1 14.3%
Upper Cumb. 17 3 0 17.6% 14 1 0 7.1%
Total 391 66 2 17.4% 316 27 3 9.5%
September (filtered) per TNKIDS

With EPSDT Date . With EPSDT Date % of Total with Children age With Dental Date With Dental Date % of age 3+
Region Total within time frame outside specified time EPSOT Date 3.and over within time frame outslide specified ¢i with Dentai
Davidson Co. 64 4 1 7.8% 51 2 0 3.9%
East TN 54 7 2 16.7% 51 3 0 5.9%
Hamilton Co. 19 0 0 0.0% 18 0 0 0.0%
Knox Co. 35 5 1 17.1% 23 3 0 13.0%
Mid Cumb. 36 6 1 18.4% 34 0 1 2.9%
NE 33 5 1 18.2% . 28 1 2 ' 10.7%
NwW 20 8 1 45.0% 19 1 4 26.3%
Shelby Co. 44 8 0 18.2% 28 0 2 7.1%
S Central 37 14 2 43.2% 34 6 2 23.5%
SE 30 16 2 60.0% 27 4 0 14.8%
SW 31 2 2 12.9% 28 0 2 71%
Upper Cumb. 21 2 0 9.5% 18 1 0 5.6%
Total 424 77 13 21.2% 359 21 13 9.5%

" Fillered means that children who were placed in a YDC, detention facility, or on runaway status at end of month were exciuded from analyses since exam not covered by TennCare.
Also, only children age three and over are included for analysss for dental examinations.
*"Time frame refers (o the Departmental goal of obtaining healltivdental screens within 30 days of custody dale, unless child has already had an exam.
If the child enters custody having already had a health/dental exam, the time frame is within 1 year of entering custody.
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EPSDT & Dental Screens for All Children in Custody at End of Month (Unfiltered Data*)

July (unfiltered) per CORS August (unfiltered) per CORS
With EPSDT % of Total With Dental % of Total With EPSDT

Region Total Date with date Date with Dental- Region Jotal Date

Davidson Co. 1,254 979 78.1 674 53.7 Davidson Co. 1,250 987

East TN 1,241 1,141 91.9 1,016 81.9 East TN 1,230 1,090

Hamilton Co. 689 582 84.5 352 51.1 Hamilton Co. 649 5§70

Knox Co. 674 660 97.9 598 88.7 Knox Co. 685 669

Mid Cumb. 1,384 1,317 95.2 1,065 77.0 Mid Cumb. 1,390 1,310

NE 853 848 99.4 723 84.8 NE 838 835

NW 374 361 96.5 295 78.9 Nw 384 364

Shelby Co. 1,871 1,436 76.8 1,184 63.3 Shelby Co. 1,844 1,430

S Central 758 643 84.8 493 65.0 S Central 745 | 637

SE (TNKIDS) 637 533 83.7 149 23.4 SE (TNKIDS) 620 556

Sw 908 905 99.7 876 96.5 SwW 881 879

Upper Cumb. 546 524 96.0 428 78.4 Upper Cumb. 545 495

Total 11,189 9,929 88.7 7,853 70.2 Total 11,061 9,822

September (unfiltered) per CORS

% of Total

with date
79
88.6
87.8
97.7
94.2
99.6
84.8
77.5
85.5
89.7
99.8
90.8
88.8

September (unfiltered) per TNKIDS

With EPSDT % of Total With Dental % of Total With EPSDT
Region Total Date with date Date with Dental Region Yotal Date
Davidson Co. 1,242 941 75.8 706 56.8 Davidson Co. 1,201 909
East TN 1,253 1,008 85.2 929 74.1 East TN 1,245 1,063
Hamilton Co. 640 567 88.6 366 57.2 Hamilton Co. 645 10
Knox Co. 685 661 96.5 586 88.7 Knox Co. 677 50
Mid Cumb. 1,425 1,174 824 923 64.8 Mid Cumb. 1,351 1,152
NE 837 739 88.3 614 73.4 NE 809 711
NW 386 347 89.9 291 75.4 Nw 391 359
Shelby Co. 1,853 1,456 78.6 1,211 65.4 Shelby Co. 1,812 1,441
S Central 747 638 85.4 476 63.7 S Central 741 636
SE n/a n/a n/a n/a n/a SE 620 574
SW 868 796 91.7 763 87.9 SW 827 560
Upper Cumb. 544 495 91.0 409 75.2 Upper Cumb. 533 475
Total 10,480 8,882 84.8 7,274 69.4 Total 10,852 7,940

"Note: Unfiltered data includes all children, regardless of placement status or age. This is how data were reported in past EPSDT reports,
and includes children in YDCs, delention, or on runaway status (for health screens) and children under three (for dental screens).
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with date

75.7
85.4

1.6
7.4
85.3
87.9
91.8
79.5
85.8
92.6
67.7
89.1
73.2

With Dental

Date
764
963
350
605

1,041
712
300

1,198
490
421
854
407

8,105

% of Total With Dental

Date
687
919

3
36
900
596
301

1,185
480
431

' 458
393
6,399

% of Total

with Dental
61.1
78.3
53.9
88.3
74.9
85.0
78.1
65.0
65.8
67.9
96.9
74.7
73.3

% of Total
with Dental
5§57.2
73.8
0.5
53
66.6
73.7
77.0
65.9
64.8
69.5
§5.4
73.7
59.0




EPSDT & Dental Screens for All Children in Custody at End of Month (Filtered Data*)

September (filtered) per CORS

Region Total
Davidson Co. 999
East TN 1,076
Hamilton Co. 512
Knox Co. 589
Mid Cumb., 1,301
NE 749
NW 345
Shelby Co. 1,712
S Central 675
SE n/a
SwW 799
Upper Cumb. 493
Total 9,250

With EPSDT Date
within time frame**
127
276
78
136
262
139
97
96
144
n/a
154
107
1,616

September (filtered) per TNKIDS

Region Total
Davidson Co. 948
East TN 993
Hamilton Co. 512
Knox Co. 556
Mid Cumb. 1,188
NE 682
NwW 341
Shelby Co. 1,615
S Central 629
SE 566
SW 739
Upper Cumb. 462
Total 9,231

* Filtered means that children who were placed in a YDC, detention facility, or on runa

With EPSDT Date
within time frame
114
243
1
6
245
125
93
97
129
138
108
80
1,390

With EPSDT Date
outside specified time
752
679
403
437
836
542
224
1,320
454
n/a
583
349
6,579

With EPSDT Date

703
634
8
28
796
488
230
1,263
429
395
389
328
5,691

% of Total with Children age With Dental Date

EPSDT Date
88.0%
88.8%
93.9%
97.3%
84.4%
90.9%
93.0%
82.7%
88.6%

na
92.2%
92.5%
88.6%

% of Total with Children age With Dental Date

EPSDT Date
86.2%
88.3%

1.8%

6.1%
87.6%
89.9%
94.7%
84.2%
88.7%
94.2%
67.4%
90.5%
76.7%

Also, only children age three and over are included for analyses for dental examinations.

**Time frame refers to the Departmental goal of oblaining health/dental screens within 30 days of custody date, unless child has already had an exam.

If the child enters custody having already had a health/dental exam, the time frame is within 1 year of entering custody.
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With Dental Date % of age 3+

3 and over within time frame outside s ecified time with Dental
803 33 5§80 76.3%
902 121 628 83.0%
394 19 262 71.3%
439 69 350 95.4%
1,068 55 722 72.8%
659 52 419 84.3%
288 37 212 86.5%
1,076 33 779 75.5%
546 . 66 324 71.4%
n/a na n/a na
601 67 462 . 88.0%
378 24 297 84.9%

7,054 576 5,035 79.5%

With Dental Date % of age 3+

3 and over within time frame outside specified time with Dental
761 22 552 75.4%
827 103 566 80.9%
396 0 2 0.5%
394 4 14 4.6%
964 48 671 74.6%
500 41 378 ' 83.8%
281 32 216 88.3%
978 27 736 78.0%
501 58 306 72.7%
429 30 291 74.8%
556 40 259 53.8%
355 ) 27 264 82.0%

6,942 432 4,255 67.5%

way status at end of month were excluded from m,:m_v\mmm since exam not covered by TennCare.



IN THE UNITED STATES DISTRICT COURT
FOR THE MIDDLE DISTRICT OF TENNESSEE
AT NASHVILLE

JOHN B. CARRIE G.. JOSHUA M., MEAGAN A.
and ERICA A., by their next friend, L.A.;
DUSTN P. by his next friend, LINDA C.
BAYLIS. By her next friend, C.W ;
JAMES D. by his next {riend, Susan H.;
ELSIE H. by her next {ricnd, Stacy Miller;
JULIAN C. by his next friend, Shawn C.:
TROY D. by his next friend, T.W_;

RAY M. by his next friend, P.D.;
ROSCOE W. by his next friend, K.B.;
JACOB R. by his next friend, Kim R.;
JUSTIN S. by his next friend, Diane P_;
ESTEL W. by his next friend, E.D_;
individually and on behalf of all others
similarly situated,

Plaintiffs,

N N N e e e e e S e S S S e e e e e

JNO. 3-98-01068
Vi. )Judge Nixon

NANCY MENKE, Commissioner,

Tennessee Department of Health;

THERESA CLARKE, Assistant Commissioner
Bureau of TennCare; and

GEORGE HATTAWAY, Commissioner
Tennessee Department of Children's Services

Defendants.

JANUARY 2000 SEMI-ANNUAL PROGRESS REPORT

Pursuant to Paragraph 104 of the Consent Decree entered on March 11, 1998, the

state Defendants agreed to file a semi-annual report with this Court and plaintiffs' counsel



through a process lead and facilitated by consultant Paul DeMuro, negotiated a mutually
acceptable remedial plan for assunng adequate health services for children wn the plaintiff
subclass. Accordingly, the parties submit for the Courl’s >approval the attached proposed
Remedial Plan for Children in State Custody.

The parties have developed the attachied proposed remedial plan based on the structure of
the TennCare program in place as of May 11, 2000. Itis expressly the understanding and
assumption of the parties in submitting this proposal that any subsequent change to that
programmatic structure may necessitate modification of this remedial plan. In the event that
TeanCare undergoes programmatic structural chianges, the partics will assess whether related
modifications to this remedial plan are made necessary, will work together to develop appropnate

modifications, and, if unsuccessful in that effort, will seek appropaate relief from the Court.

Respectfully submitted,

/ /M I
LIND A A ROSS
Depufy Altorney cral
R

NICK AEMISE

Assistant Attomdy'General
Health Care Division

Cordell Hull Butlding, 2nd FFloor
425 Fifth Avenue Nocth
Nashville, Teanessee 37243
(615) 741-1771

Counsel for the Defendants

Decree. Thereafter, the partics rencwed their ncgotiations in an attempt o develop a joint plan to
be filed with the Court. Despite the partics’ best efforts, negotiations eventually broke down, and
the defendants unilaterally filed another proposed plan on February 15, 2000, whoit v el
the carlier plan. In the weeks since, the pactics have managed to resolve therr v i,
differcuces and have agreed (0 the teans ol the attached plan. The attached plan supercedes the
Decfendants’ Proposed Hcalth Plan for Clitldeen State Custody filed February 15 2000

b2l
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EPSODT OUTREACH AND INFORMING SURVEY

The Buicau of TeanCare and 11s MCO's and BHO s are tequired (o mform all-TeanCare
carollees under 21 about the avarlibihity of and how (0 access PSD T ser vices This should be
accomplished ta tmely manner, penerally within 60 days of the MCO/BIHO s receipt of
notification of the child’s TennCare chigibility  Please attach all documentation that SUpPpPoIts
your outicach and mforning actvites regarding EPSD ]

Plcase include methiods of commuuication

Oral Written

Outreach representative yes  no New member letter yes_ ao

Provider relations yes  no_ Member newsletter yes no

Public service announcement yes_  no_ Posters, flyers, brochures yes no

Community awareness program  yes no_ Member handbook annually yes no

Member services representative  yes no Returned mail is tracked yes no:
FIISE

. - . N
Timeframe for sending newlefier
Actions taken (o address returned mail

[ndividuals to be informed

Pareat/guardian of newly eligible child yes_no_ TFamilies in WIC program yes  no
TennCare eligible pregnant women yes no_ Adnunistrator of institution yes  no

Procedures in place (0 contact members who are: (Please explain)

Blind -

[Hiterate-

Deaf-

Noa-English speaking-

What is the process in place (o monitor the effectiveness of these procedures?

Subwit aay docunicntation of coordination with other programs such as:

Head Stact AFDC
Educational systems Day Care Licensing Agency
WIC Health depadtment

[uternal Tracking System

lnternal tracking system s 1 place? yes  no_
Can past due EPSDT services for cach member be determined? yes  no
Can peading service due dates be determined? yes ,no

What s method used (or member notification?

[casc taciude:

Policy outlining mechanism of documentation of attempts (o contact member regarding EPSDT
scovices, and documentation of CPSDT services (hat are declined

Copices ol last 4 member newsletters

Policy (or distribution of posters and brochures

B12 10/99
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Memorandum '

to: Kase Taltes
from:  BHO Quality Oversipht Diviston
Date: 12729199

Re: Summuary of Tennessee Belavioral Health EPSDT Qutreach and [nfocming Activites

TBH has wsed maay dilferent types of ocal comnuucation such as outrcach represcntatives, provider
celations, community awarcness programs and member scrvices represcatatives in order (o provide
iaforuation to members and the comumunity tn geaceal. TBH has facilttated tratuay, sessious and
workshops for providers statewide, as well as ficld represcntatives factluating, regiomal plannung,
mectings with the providers o discuss nceds specif(ic to thar regron.

Written comuuuaication programs for TBH taclude new rctuber letters, menbier newsletters, an
aaaual member haadbook . and a newly developed system that tracks retumed auil. TBH has
developed policics and procedures to suppod Uiis new tracking systeut

The parcnis/guardians of children (hat are newly cligible receive informuaton about EPSDT when
(hey reccive a new wewber letter as well as a member landbook, wlich explains the EPSDT process.
{a additioa. administratocs of institutions arc informed of EPSDT twaugh a copy of the provider
ranual, which all adauaisteatocs [CCCIVE.

TBH coocdinates with outside apencics such as Tenncssoe Voocs for Cluldren, TDMHMR
Children’s Issucs Comumittee, Tennessee Medical Association, the Faruly Violence and Howeless
Shielters ia Tenaessee and padticipates w the EPSDT Task Poree.

T84 has dcvclobcd aa iaterual tracking system that will track any cowplaiats, complitnents and
" pricvances regarding EPSDT. Furthermare, aay past due EPSDT scrvices for cacl weatber can be
dtermined twough their computer systew for wenbers with special behaviaral health needs.




STATE OF TENKESSE!
BUREAU Of TENNCARE:
DEPARTMENT OF HEALTH
729 CHURCH STREET
NASHVILLE, TENNESSEE 372476501

MEMORANDUM

TO: KASI TILLER

FROM: CAROL MIONE, RN

DATE: DECEMBER 28, 1999

RE: SUMMARY OFF XANTUS EPSDT OUT REACH AND INFORMING
ACTIVITIES

Xantus has developed differeat modes to encourage enrollees o use EPSDT services.

Included in their outreach effort is the distribution of 1999 Members Handbook,

explaining EPSDT scrvices and timelines, quartedy member newsletters (last mailed Spring 1999 with
draft of Fall 1999 reviewed), “Coming Attractions Club” to educate expecting parents in the care of
their anticipated arrival and the “Birthday Club” reminding carollecs to get preventive health
exams/services. Some of the outreach material provided by Xantus for review was dated 1998 as well
as some policies and procedures were not dated or approved and others were only in draft form. All
methods of oral and written communication were used, but the only noa-English speaking used was
Spanish. Procedures were in place for communication with members with special needs, except no
documentation revealed any form of communication available for illiterate carollees. Hedis 3.0
software was implemented this year for an intemal tracking mechanism to assist the Quality
Improvement department (o ideatify specific preventive services rendered, due and past due. A draft
copy of an “EPSDT Services Provided” form has beea developed and once approved will be
distributed to all providers in an effoct improve EPSDT compliance among providers. A member of the
Quality Improvement department participates on EPSDT Davidson County Task Foree and the
TeanCareShelter Enrollment Project. :

Xantus 1s striving to improve all aspects of EPSDT by ideatifytng the populatioa iu need, developing a
successful outreach program, and implemeating a new internal tracking system. Xantus is also
working with other MCOs and health care delivery systems to achieve a hipher rate of compliance, as
well as mimror the effocts of the Davidson County EPSDT Task Foree throughout the state. »




TO:

FROM:

DATIL::

RE:

STATE OF TENNESSLE
BUREAU OF TENNCARE
DEPARTMENT OF HEAL TH
729 CHURCH STREET
NASHVILLE, TENNESSEE 372476501

MEMORANDUM

KASI TILLER
CAROL MIONE, RN
12/28/99

SUMMARY OF PERFERRED HEALTH PARTNERSHIP OF
TENNESSEE, INC. (PHP) EPSDT OUTREACH AND INFORMING
ACTIVITIES

In January 1999, PHP delegated all quality improvement of its EPSDT functions
ta Teuncssee Health Partnership (THP) following a dowusizing. PHP is in the
process of refining the oversight of these delegated functions. The Academy of
Pediatrics preventive guidelines for children and contractually required EPSDT
guidelines were adopted by PHP and distributed to their providers in October
1998. Numerous mcthods of communication were used to encourage the use of
EPSDT services. Outreach efforts include the distribution of Member Handbooks,
member service representatives, community awareness programs, physician office
education agenda, quarterly member newsletters (“Take Five”) and school IEP
process. All arcas of writlen cofumunication were used by THP, including sending
new member letters within one week of receiving eligibility and actions to address
returned mail. All individuals were informed, such as parent/guardian, eligible
pregnant women, families in WIC program, school administration and health
departments. THP is in the process of establishing a Preventive Service Database
capable of generating notices (o members, and has identified January 28, 2000, as
the target date for implementation. This database would enable the delegated
organization to notify members of pending or past due EPSDT services.
Newsletters are sent out quarterly with the last one seat out the third quarier of
this year. Again PHP/THP are in transition due to the dramatic downsizing of
PHP and the delegation of quality improvement to THP. Both organizations are
working diligently o improve the EPSDT Program.

'
v




STATE OF TENNESSCE
BUREAU OF TENNCARE
DEPARTMENT OF HEALTH

729 CHURCH STREET
NASHVILLE, TENNESSEE 372476501

MEMORANDUM

TO: KASI TILLER
FROM: MART DOWDEN, RN
DATE: 12/27/99

RE: SUMMARY OF MEMPHIS MANAGED CARE/TLC
EPSDT OUTREACH AND INFORMING ACTIVITIES

TLC has developed a number of methods to encourage the use of EPSDT services.
Outreach efforts include the distibution of Member Newsletters, Preveative Care
Guidelines and maintains a comprehensive Brochure Distribution List. TLC participates
in Health Fairs and Clinics in collaboration with Memphis and Shelby County Health
Depatment Immunization Council and the TeanCare Shelter Enrollment Project.
Lrochures and incentives for members to utilize EPSDT services include, but are not
limited to; TLC Preveative Health Services Brochure, EPSDT Brochure, “Shots For
Tots” Reminder Cards, Growth and Devclopmeat Planaer, The Facts About
Immunization Brochure.  TLC utilizes an “Enhanced Risk Appraisal program (EHRA)
and a “Well-Chek,” (Ages 14 and above), assessment tool to encourage carollees to
maintain current positive health behaviors. TLC conducted a 1998 lmmunization Study
of Twenty-Four Month Old Children to ascertain adherence to the Centers for Disease
Control (CDC) immunization guidelines for children reaching their second birthday.
Results of the study were reported to the TLC Medical Advisory Commitiee in August
1999. TLC has reviewed provider compliance with EPSDT at selected sites in, their
service area with results reported to the provider, the provider aggregate of peers and the
TLC Medical Advisory Commuittee.




STATE Of TENNESSCE
BUREAU OF TENNCARE

DEPARTMENT OF HEALTH
729 CHURCH STREET
NASHVILLE, TENNESSELE 37247-6501

MEMORANDUM

TO: Kast Tiller

FROM: Barbara Evans, RN

DATE: 12/27/99

RE: Summary of BlueCare EPSDT Outreach and Informing Activities

BlueCare has developed 3 different types of oral member orientation methods because all
membecs do not comprehiend information in the same way. They have a member orientation
video (an overview of BlueCare and EPSDT benefits), a healthy bingo (health topics in the place
of numbers), and a member oricntation session conducted by field service representatives. Field
service reps also participate in Immunization Fairs at the request of the health departments.

Written communication programs include proactive member and provider componeats. The
member component includes postcards that are mailed to the pareat or guardian of a member one
moath prior to the ages of the American Academy of Pediatrics periodicity schedule. The
provider notification is a list seat to primary care managers of thetr assigned members who were
seat a member notification postcard.

Bright Futures program is an inceative based program for new and expectarit moms with the
purpose of teaching mothecs the importance. of EPSDT. Applications are available at health
departments, DHS, Housiag Manager Offices, and provider offices.

The BC Bear Cub Club is a school-based program to teach healthy habits to children ta
kindergarten through third grades. Teachers are given teacher’s guides, which include health
activities, and childcen receive a BC Bear Cub Club book]et.

Field service represeatatives also make quartedy visits to liomeless sheltecs, health depaftments,
foster pareat associations, group homes, and public housing developments. In addition to the
external coatacts, BlueCare also established the Hispanic Task Force (to develop health
education programs foc the Hispanic community), and art EPSDT Task Force (to obtaia tnput
and collaborate with other MCO’s, health departments, and patieat advocates on issues related to
improvement of the EPSDT compliance rate).




Memorandum

To: Kast Tller
Crom:  BHO Quality Oversight Diviston
Oate:  12/29099

Re: Sunumary of Prewier Behavioeal Systenis EPSDT Qutreach aad [afoaming Activitics

Prewier has used many diflereat types o oral communication such as outreach representatives,
provider relations, commuatty awarencss programs and member seovices representatives in order (0
provide infoamation to members and the commangty e general. Prewier has facilitated training
scsstons and workshops for providers statcwide. as well as field representatives faciliating regional
planaing mectings with the providers o discuss needs specific (o their region.

Written comununication programs {or Preauer taclude new mewmber letters. member newsletters, an
anaual member handbook. and a newly developed systea that tracks returned mail. Premier hus
developed policics and procedures (o suppod tits new trackiag, systenu.

Tlhe parcnts/guardians of children that are newly eligible recetve infoanation about EPSDT wlhea
tiey reccive a new mctuber letter as well as a member handbook, which explatas the EPSDT proccess.
fa addition, admiaistratocs of institutions arc iaformied of EPSDT through a copy of the provider
anuwal, wluch all admuaistratacs receive.

Premiier coordinates with outside apeacics such as Tennessee Voiees foc Childrea, TDMEMR
Children’s Issucs Coaunittee, Teunessee Medical Assoctation. the Fawuily Violcnce and Howmeless
Sheliers ta Tennessee aad padicipates ta the EPSDT Task Focee.

Preauier has devcloped an intenal trucking system that will track any complaints, coauplitncats and
gricvaacces regarding EPSDT. Furthermore, any past due EPSDT scrvices foc cach mcmuber can be
deteaniaed (roagh thetr coputer system foc meaibers with special behavioal health needs.




STATE OF TENNESSEL
BURCAU OF TENNCARE
DCPARTMENT OF HEALTH
729 CHURCH STRELT
NASUVILLE, TENNCSSEE 372476501

MEMORANDUM

DATE: December 28, 1999
TO: Kasi Tiller
FROM: Patrick Baumann RN )

SUBJECT: Summary OF VANDERBILT COMMUNITY CARE EPSDT
OUTREACH AND INFORMING SURVEY

Vanderilt Community Care informis their members about EPSDT programs
through a wide range of scrvices that include comaunity awarcacss programs,
member services representatives, posters, flyees, brochures, new member
letters, annual member handbook, and outreach representatives. VHP identifies
members that are TenaCare eligible from bicth up to age 21. VHP monitors the
offectiveness of the EPSOT Program by using bidhday mailers, Medical Treasure
Passpod for Life, phonc calls, quaedy newslettess, community outreach
activities such as WIC Program, Head Stad, Health Depadment, AFDC, and by
informing educational systems i.c. “Day Care Ceaters and Schools. VHP has an
intemal tracking system ia place that can deteauine peading service due dates
and past duc EPSOT services. VHP has a program that will in January 2000,
systematically notify all EPSDT eligible members and their families about
scervices and benefits. VHP EPSOT Program also includes a procedure 10
contact members who are blind, deaf, illitecate, and identifies non-Eaglistt
speaking families and provides them with the appropaate information in their
language. VHP'S sucvey is concise, easy to follow, and demonstrates their
willingness to provide members with a program that is fully functional and readily
available to all TennCare eligible mambers and their families.




STATE O TENHESLHEE
BUREAU OF TENNCARE
DEPARTMENT OF HEALTH
729 CHURCH STREET
NASHVILLE, TENNESSCE 372476501

MIEMORANDUM
TO: KASTTILLER
FROM: JEAN MclVER RN
DATE: 12/30/99

RI:: SUMMARY OF PRUDENTIAL HEALTH CARL EPSDT
OUTREACH AND INFORMING ACTIVITIES

Prudential Health Care informs members about EPSDT services available through
A qu:utcfly member newsletter, commiunity awareness program, annual Member
Handbook, and brochures. Prudential Health Care has in place an Internal Tracking
System to monitor members who are past due for EPSDT services which allows the
peneration of a reminder letter to be sent 1o the enrollee.

As of December 31, 1999, Prudential Health Care will no longer be a Tenn Care
provider.




STATE OF TENNESSEE
BUREAU OF TENNCARE
DEPARTMENT OF HEALTH
729 CHURCH STREET
NASHVILLE, TENNESSEE 372476501

MEMORANDUM
DATE: December 28, 1999
TO: Kast Tiler
FROM: Patrick Baumann RN é;)
SUBJECT: Summary Of OmaiCare £PSOT Outreach and Informing Activitics

OmniCare informs their members about EPSOT services through a new prograc
called “OmaiKids"™. This program will facilitate obtaining complete infoomation on
children who are enrolled in the program, ages bicth through six years.
OmniCare also infoams members by using mailings, newsletters, health-ograms,
and surveys. OmniCare has a pactial intemal tracking system in place. they can
detemine past due EPSDT sorvices, and have a policy outlining the mechanism
of attempts to contact members regarding EPSOT services that are declined.
OmniCare uses posters and brochures that are prnted ia multiple languages
such as Arabic, Spaaish, Somolian, Vietnamese, and Bosnian. There are also
procedures in place to contact members who are blind, illitcrate, and deaf.
Omaicare has a process in place to monitor the effectiveness of these
procedures. Omanicare is making progress towards accomplishing, in a timely
maanner, the child's TeanCare cligibility and selling in motion the program of
EPSOT for its members.




STATE OF TENNESSEE
BUREAU OF TENNCARE
DEPARTMENT OF HEALTH

729 CHURCH STRCET
NASHVILLE, TENNCSSCE 372476501

MEMORANDUM

T0: KASI TILLER
FFROM: MART DOWDEN, RN
DATIC: 12/27/99

RI: SUMMARY OF JOHN DEERE HEALTH CARE EPSDT
OUTREACH AND INFORMING ACTIVITIES

John Deere Health Care informs members about EPSDT services available through
distribution of brochures, e.g. “Preveative Care Program,” “New Generations,” and “Be
Wise.. . Immunize.” Public Service announcements informing members of EPSDT
services are played for callers waiting after dialing the Member Services number. New
Member Letters and quarterly “health Talk” newsletters also inform members of
available EPSDT services. JDHC has a compreheasive “2000 Timeline” Action Plan for
- monitoring arcas of Member Education, Provider Education, PCP Access and
Availability, and Compliance Reporting. This Action Plan focuses on specific
recommendations, arcas of responsibility, proritics and target dates for completion.
JDIHC has in place an Intemal Tracking System to monitor members who are past due for
EPSDT services which allows the peneration of a reminder letier o be sent o the
enrollec.
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STATE OF TENNESSLL
BUREAU OF TENNCARE
DEPARTMENT OF HEALTH
729 CHURCH STREET
NASHVILLE, TENNESSEE 372476501

MEMORANDUM

TO: KASTHTILLER
FROM: JEAN McIVER R.N.
DATLE: 12/30/99

RI: SUMMARY OF ACCESS MedPLUS HEALTH CARLE EPSDT
OUTREACH AND INFORMING ACTIVITIES

Access MedPlus informs members about EPSDT scrvices available through New
Member Notification Letter and also through distribution of brochures, ¢.g.”"New
Geaerations,” “Be Wise ... Immunize,” and “preventive Health.” Other methods of
communication are through Provider relations and Member services representative.
AMP also sends New Member Notification Letters, as well as their annual Member
Handbook. AMP does coordinate with other programs, ¢.g. Head Star, WIC, Health
Departments, and Tenn Care Shelter Earollment Project. AMP has in place an Internal
Tracking System (o monitor members who are past due for EPSDT services which allows
the pencration of a reminder letter to be seat to the corollee.
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2 Week Preventive Visit Form

DATE O NAME_ _ e pos . . ____ .
Allergies: L B e U e
Meds: i el _ — _
History Physical Exam J= WNL, X=ABN t r Screening v =WNL X=ABN
| (Describe abnormal findings) ‘ ]
L e I |
' i S Yalile I v
Ll Breast _min ~per day W fts WL o I NUN TR RIS NS
Cbonmnula ) __ozper day Head Carcumiference (SN ERHE Neoratsl AL o A Testits e chart
bypeorbrand e (Ser char Ol Lepaie pues
With ron 1 Yes (0 No
S City water G Wellwater fanent Liclothed Yo, o -

WIC D Yes 1 No
1Yes [ No

Nommat  Decreased

FoWell mfant

Soottnal prowtd

Strong, streamn (Homale) obve
. . : Norrsh developiment
Other
Lan
Nommal Iharrhea /day
Hard /day
N(l'wk'
Plan

Normal (2-1 hours)

0 P Oroplianyox
“New Symptoms/Problems/Complaints- o

Guns/Palate amaly fostery btk Betory

Newhormn metabelie soreen
R . Notl Peradiry 1 Do
Nk :
Pe tor 2 morth well check
B .. . Fefor
Anticipatory Guidance Health o Lanps Wi
. . . VI
Education (v if discussed)
anspotation
Heart © Other reteralb

Abdomen

Car seat

Smoke-{ree environent

Simoke detectors Gt

Crib safety

Baths Ol
Water temperature =120 15 bxtremities/Hips

Chuld proofhome

Nutrition = .. G ‘ {1 Spine

Increase formula
Breast or won-forufied formula 11 Neurolopieal
Infant wc_l;_',h! pat
Colic crying, ) :
{1 ShivhNodes

Sipn

Sleep on back C Other
Know signs of tlloess
Thennometer use; anapyretes
Lierpency procedures

No bottle in bed

Bowel movements

Cord. circumetsion care

Social/Behavior

~ Baby’s temperament
Console baby, hold, cuddle. rack. O -
talk, sing,
Fncourape partner to care for infant
~ Support from fammly/friends
Postpartum check-up
Cluld care

1 Additional documentation on back
0 Additional documentalion on separate page

V1. 1. r




4 Month Preventive Visit Form

DATE __
Allergles:
Meds:

History

7 Breast

Colonmula
Lype or brand
With iron

L Cty water

min per day

az per day

i Yes N
L Well water
WIC LY i No
Neonatal MetabolicScreen in Chart -
[3Yes {1No
Urine Cutput

Decreased

Normal

Diarthea
fday

Normal
Hard

/day

Noonal (4-6 hours)

”

Anticipatory Guidance Health
Education (v if discussed)

Car seat

10¢
Smore -{ree environnent
Stmoke detectors

Child proof home

No baby walker

Water temperature

Breast feed or iron-fortified formula
lutroduce solid food

“ Avand houey

Know sipns of iliness

Sleep on back
Syrup of Ipecac

Hold, cuddle, rock
© Talk, sing. play music
Partner and sibling mvolvement

Hi i Sl
Wi i, o7
Head Crrcarmifermee

{(See Chatt o sepdrile pdap)

s

Patent Unciothed

General Appeacancd

I+ Head

Fves

i boars

Nane

Cropharyny

Crans/ b alate

[ TR

Heont

Abdomen

Grentaia

U bxteemities/Hips

Spine

Neurolopieal

SkandNodes

Other

Physical Exam /= WNL, X=ABN
(Describe abnormal findings)

ot

WNI
ANN

Parcntal observaton/coneerns

e {See separdte pape)

" Fixes and follows

| Parental observations/concerns
Responds w sound (parent report)

Responds (o noiseraker (optiotal)

Impression

Well mntant

Notndl prowth
Norraal developrent

Other

History updated
[ Problent bt alerpies, medication hist

updated

Inimura Zzatons

Up Lo date
Info read and discussed
|oDlab/rre o APV

1 Acctammophen

HEVE Hib
my, q 4 hours

Handouts puven (4 Mo)

[ RLEC for 6 month well check
i Referals
WIC
I Toosportition

i Other referrals

© Community mvolvement - ¢ Other -
Bedtime routine
— -
i1 Addiionat documentation ot back
(1 Additional documentalion i separaie pape
- ———————— Sipn

V.£3. -




9 Month Preventive Visit Form

DATE . NAME _ e . bos - L
Allergies:

LMeds:

Physical Exam /— WRNL, X=ABN Screening < ~WNL, X=ABN
(Describe abnormal findings)

History

]

i o RERIS
. . [

I Brenst i per din Wi 1he Q. wlite Do
Ui bormula o per day Head Cucumierence [ Yobile LADN (Dee sepanite pipe)

ivpe or brand i (See chart o aeparate pagcd i
COCuy water B Well water

e Patent Cnclothed Toye N
WIC T Yes 10 No ! e ’ ‘ Parental observation/concans

I Faxes and follows

Neonatal Metabolic ScreeninChart -
[J Yes (1 No

General Appearance

Head { Parental observations/concermns

Responds to vorer and noe

Normnal Decreased . .
arent repot
: : [ | ' | J

Responds to nowsenakes (opttonal)

Notnal harthea Jday
. . - b,
Hard /dav
Impression
Nare

Normal (8 hours)

New Symptoms/Prablemis/Complaints: [NEENENSTUTIRIIN el il

Noanal prowth

Cramns.”aate Nonad

Rk e

developrient

snend tor leas exposure

i N W
Anticipatory Guidance Health - "PE—*/** T T T
Education { if discussed)
THeart S

Hstory updited

) o e e Wi .
Abdomen Prabiem Tt alegoes, medication it

Check hazards
Stiohe-free environment

H[Hldl"kl

No baby walker L Gettaio lonnuim satrons
Cluid proof home CoUp o date
Assess lead tisk Do read and dscnsned

Car seat (11 xtrenties/thips
i No adverse reactions e poeanm

Lapty buckets
_ BV Othe

[ Spe [ Hetor Hpb
Breastieed or won-fortified formula i Lead Tevel mpfdl
tinger foods, mashied food 1 Neuralopicat tAcetinnophen my, g 4 hours
Avord choke foads CorPD (resuldy)

Supervise eating,
Drink from a cup

Frandouts piven (9 Mo

R1C for 12 month wefl check

11 SkovINodes

o Other Referals
Brush teeth LW

1'uonde : I Tinsportation
Water temperature = 1209
No bottle in bed

Soclal/Behavior -

Other eferrals

Partner and sibhing, involvement - . - - -

falk, sing, Other
Pat-a-cake. peek-a-boo
Bedume routine
i,xplm:mml opportuntes
[_tmut but enforee nules — |
" Raole model healthy habits 71 Addittonal documentation on hack
" Additional decumentation on separate pape .

e




15-18 Month Preventive Visit Form

DATE
Allergies:
Meds:

NAME

History

T Whole nulk, cup onty

L Sohds (serviday)
Meat't pe
Vep/t rint
Bread/Cereal

Loother
U Cy water FiWell water Bottied water
WIC ) Yes (3 No
Normnat Decreased

Normal
Hard

harthea
fday

Nornal (8-12 hours)
Abnormal

New Symptoms/Problems/Complaints:

Anticipatory Guidance Health
Education (v if discussed)

Car seat! Auabaps

Crib safety/ Coib mattress lowered
Chuldprool home
Window puards

Smoke-free cnvironment
Choke toods

Wean from bottle

 Safe table toods
Healthy food choices/ No forced foods
Self-feedinp/ Dunkmp from cup
Fanuly meals

Brush teeth
Proper use of phone/t-R

Social/Behavior-

ludividual attention
txploration/ Physical activity

Hitting, biting, appressive behavior

I nforce rules/ Res
behavior stops

tamuly playume

Help toddler express anper/joy

Short fanuly outings

Older children

ssure once 1Il‘}‘jﬂl\ ¢

forfet tamning,
© Community Proprams/ Preschoat

T Peck-A-Boo/Pat-A-Cake

Physical Exam /= WNL, XK=ABN
(Describe abnormal findings)

‘ LScreening V=WNL, X=-ABN

Ht i Cottle Deve
W1 The v Yol
) IWNL
fead Crcumieretice o Y dile ADN (Sew separate pape)

(e chaat or sepatile pare)

P atrent
Parental observation/concerms

General Appeatinee Can see simall objects

Head [ Parental obvervations/concernn
Responds to voree and noise
| {(parent report)
i Ve
- Renponds th tonetitker (optional)
Far
Impression
N
SO

Orophacans Well child

Nomnal prowd
G Padate Normal developoent

L ow renh for Tead exponure

Neck Fow ek for tebeiadoss
Oithies
i {unps
Plan
| Heart

Abdomen Hustooy updated

Problen et aleres, medication het

Genitaliy updated
lomuniz ationis
Up to date

1 xtremiues/Hips )
Info read and discussed

I No adverse reactions o piioe un

Spuwe

oD/ M 1 MMR
I Hetor Heb
11 Neurolopacal Refenals
iOWIC
1o Skin/Nodes [ lransportation
i Other referals
Othes
I Other L
e —
11 Additional documentation on back
11 Additional documentation onseparate page | oy

V.L.7.




3 Year Preventive Visit Form

DATE
Allergies:
Meds:

\ History

Fhood (serviday)
Meat/tpp
Vep/t it
_ Bread/Cereal
[T other )
CCiy water () Well water T Botde
WIC 1] Yes (0 No

UrineOutput . -

L water

Decreased

Normnal

Dharrhea
/day

Normnal
Hard

fday

Nomnal (8-12 hours)
Abnorinal

Anticipatory Guidance Health
Education {v if discussed)}

Playpround/Stranger

Seatbelts/Booster seats

bires/Burms

See Dentist/ Brush teeth
lamily meals
Varictv/Low fat/Linut sweets

Soclal/Behavior . "

Lxploration/ Physical activity
Socialization

* Praise/ Talking/ lnteractive reading,
Sibling, relationstups
Limt TV

NAME

ti
Wi

(Hee chatt ot

(Describe abnormal findings)

Physical Exam /= WNL X=ABN *l (Screening v=WNL, X=ABN

1t

WPt

Patiend Unelothed

17 Additional documentation an back
{1 Additional documentalion on separate pape

General Appearance |

Head

Nane
Orophannx
Coanms Patate
Nech

{ unys

Fleart
Abdomen
Genitalia
Eoxtremties/Hips
Spine
Nk'\xr'(lixl)'_xcul
SkindNodes

Other

ol Sev sepdrate page)
e ABN
. I““K” _
e DG Parental observation/conceans

Cansee soall obyects

Ocular alipnmeit

Visual acuny (optiocal)
R 1

Baoth

Farental observations ‘concerns
Sereemng, aadometry (optional)

Sereening with nomenuker (ophonal)

Impression

Welf ctald

Novnat prowth

Notmal developiment

1 ow sk for fead expostre
L ow ik foc tuberculose

Low rink tor hypethiprdenns

Plan

Hustory updated

Problem list, alerpaes. medication list
updated
]”l[“llﬂl/lnl()“h
i Up todate
I Info read and discussed
I Ne adverse reactions Lo poor i
Het or Hpb

U Acetammophien

my, g 4 hows

Handouts pives (3 yeur)

Urninalvas

REC for 4 year well check

Referrals
WO
[ ranspactation
I Dental

Other trefermals

Other

Sipn

V.£9. .



5 Year Preventive Visit Form

DATE NAME L DOB ]
Allergies: __ L _ o i
Meds: o . _ e o
History Physical Exam /= WNL, X=ABN Screening v/=WNL, X=ABN

(Describe abnormal findings)

U bood (serviday)
Meat'h pp
Vet ot
Bread/Cercal
Mtk Dy
. other
Caty water .

WIC 1 Yes D

UWell water £ Botded watet

No

Decreased

Nornal

Diarrhica
/dav

Noanal
Hard

/day

Abnormal

Anticipatory Guidance Health
Education ( if discussed)

Pedestnian/Plavpround/Stranper
Car seat/Sceat belvBike Helmet

Healthy meals and snacks

Dentat s

" Family m

Adequate sleep/Physical actiity
Tooth care/Dental exams
Curiosity about sex

Social/Behavior

Varmuly Rules/Respect/Ripht from wrony,
Praise/Lncourage

" Handle anper/Conthet resolution
Prepare child for school
tour schoal/Mect teachers

T Affection

[T
ol

Hi I
W the o Satile

{See cliart on sepatle payge)

Patient Vaclothed 0 Yes 1 No

Cenerab Appearance

L Head

bves

Nuose

Oropharyix

Ganns/Patate

Neck

[ unges

I Heart

1o Abdomen

0 Gemtalia

b xtenuties/Hhps

PSpne

i1 Neurolopical

1 Shiw/Nodes

Othier

1 Additional documentation on back
17 Additional docurnentation on separate page

\AREE

W NI
OARN

I Parental observation/concetns

{Nue separite page)

Can see simall obyectsy

Ocular ahignment

T Viseal acuuy (optional)
R L

Both

Parental observations/concerns
Sereemmy, audiometey. f not done

At or 4 yeas

Impression

Well chuld

I Noonal prowth

I Nomal develepient
Low rik tor tead eaposure

P Low sk for mberclosts
Low tisk for bvperhipudemiy

i Other

Plan

History updated

Problem list, alerpies, niedication list
updated

lnununizations
I Up o date
I Info read and discussed

No adverse reactions to prior inm

R TRP/DTP CIPY L HRVE MMR
Othier )
Het or Hpb
T UA
T rD
{ead level mep/dl

T Urinalysas
7 RLC for 6 year well check
Refermals
I Transportation
Dental
CoOther refenals
Other

Sign



10-14 Year Preventive Visit Form

DATE __

Allergies: __
Meds:

-
Physical Exam o= WNL, X=ABN
(Describe abnormal findings)

L

i o Yot
r b ood (serv/day) W b o sl
Meat/t py
Vep/l it

Pread Ceresl
B Mtk /Dy
ioother
{1 ity water 1 Well water

UrineOutput

(See harton separste 1)

Y o

Patient Ling ached

Creneral Appedranee

¢ Bottded water

Head
* Normal Decreased
bves
Nommal Drarrthea /day
Hard /day
Y , o
Norual (812 hiours) Aoty

Abmormnal

Oropliesy i

Premenarchal

Norral Ci Gums/atate

Abnormal

Mok

fangs

o Heart

. ; i1 Abdomen
Anticipatocy Guidance Health

Education (/ if discussed)
Crenutalia

[ ctremtics/ Thps

Seatbelts/t {elmets/Sunscreen

Weapons L Spu;‘;

Variety/Lit sweets 1 Neurolopieal
Adequate fron in {emales

See Dentist CSkaN ]y'h'\' ’

Weipht manapement
Werpht traming/Changes

Adequate sleep/bxeraise (1 Othier

See Dentist

) Slrtss/I\"cW(m\’uttsx/.\';xdmr,s

Alcohol/ Drugs/ tobacca : . _
T How to say no/Abstinence
* Sexual feclngs normal

Bodv changes

social/Behavior -

Family tme

Pecr pressur c/Refusal

Schioal activiies
R"l‘E‘””“/C“““ml/V“‘““‘CC‘ acuwvilies o Addonal Jocumentation on bhack

0 Additonal Jocumentat:on ot separate paes

V.13,

e

S ——
screening v =WNL, X=ABN

- Gexal development and behaviors
(abistinene, SHD prevenuon 1)
obaeco: Alcolal Subsianes Anabolic
steroad use A ohddnee
Prody mare and Jreting patiem
Footional, physical and seaual abune
Frotional (Depr
Sehool/Work problems

oot Ansicty)

¢ peer retatonships

Farmily relationstips

{atient Cote

Vastal acuity

R | Both

Patent concerns

| Sereenny audiomey, ot donie

.

pw\'mx_‘l\

—
lmpression

Wl mdoleeeit
Notrlh prowth
Fanmer Stage
Normal developuent

| Low sk for tuben RS
| L ow ik tor hypea Liprdennd
Other

CHhstony upnlated
¢ pProblem listalerpisn, medicanon st
updated
fnmuniZatots
Up to date v d
OMMRH Vancetla
I Other
et or Heb
LA
CAPrD

I School Foms completed

Unipalves
©ORIC for well check
Redermals
I fransportation
I Dental
Other refertals

toOther

Sipn



Attachment C

EPSDT Articles




TNCare Changes Child Health Supervision Visit
Requirements )

[ Merelh af 1998 the State of Tennessee entered mto a consent decree mandatnge
that it fultli Federal Farly Periodic Screente Diagnosts and Treament (PSDT). Major
requirements of the consent decree include the adoption of the sereening schedule found
in the American Academy of Peduatries” R ceommendations for Preventve Pediatiie
Health Care and from the American Dental Associauon. To fucititate and define these
guidelines, the Bureaw of TeunCare convened an EPSDT Screenimg Guidelines
Committee with broad representation from various health care spectalties. ieludimg
Pediatrics. Family Medicime and Nursimg.

The Commitice focused on vision. hearing. developmental and behavioral
screening methods suitable for busy primary care settings. Technical charactenisties of
various measures and methods reviewed were the reliability and vahidity of the
procedures, with particular atiention 1o the sensitivity and specificity of the mstrument
detecting problems. Costand the practicatity of administering, the screens were also
important considerations. Behavioral and developmental sereens posed a particular
challenge due to the need o tatlor sereens o meet the multiplicity of needs of children
from infancy through adolescents.

An extensive pilotstudy was conducted during the summer of 1999 in two large
practices to evaluate the recommended sereenines. To further facilitate documentation
and fulfillment of EPSDT requirements, the committee worked closely with a commuittee

of the Tennessee Pediatric Society who developed age-specitic encounter forms that

incorporate components of the EPSDT visit.




including Family Medicine, to develop the guidehnes. The consent decree also requires
the adoption of the screening welicdule found in the American Academy ot Pediatries”

Recommendations for Prevenuve Pediatre Health Care s (Dental screens are also part of

this process and Anierican Dental Association Guidehnes were adopted to tulilt ths

requirement)

The task for the commitice was to recomniend sereenimg guidelmes that might be readily
adaptable o primary care settings. Technieal characteristics reviewed were the reliability
and validity of the procedures. with particular attention to the sensttivity and spectfrenty
of the instrument in detecting problems. Costand the practicahity of admmistering the
screens were also important considerations. Behavioril and developmental screens posed
a particular challenge due to the need to tailor sereens to meet the multplicity of needs of

children from infancy through adolescents.

An extensive pilotstudy was conducted dutiy, the summer of 1999 in two large practices
to evaluate the recommended screenings. To further tacilitate documentation and
fulfillment of EPSDT requirements, the commitiee worked closely with a committee of
The Tennessee Pediatric Society who developed chart forms that mcorporate components

of the EPSDT visit.

The outcome of the process is a series of recommended guidelines that the commitee

considers being the most appropriate practices now available. Hearing and vision

guidelines incorporate recommendations for objective and subjective screens. There are
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Schedule of EPSDT Guidelines
Training Workshops
and
Tentative Agenda




Tentative Agenda
(Jackson and Memphis locations only)

9:00  9:30 Registration

9:30 - 11:00 Introduction/EPSDT Overview
A. EPSDT Requirements
B. EPSDT Consent Decree
C. EPSDT Screening
Guidelines Commuittee

[1:00 - 12:00 Hearing/Vision Screening,
Guidelimes

12:00 - 1:00 l.unch

1:00 - 2:00 Behavioral/Developmental
Guidelines

2:00 - 2:30 I-nhancing the EPSDT Program
in Your Practice

2:30 - 3:00 Wrap-up/Questions & Answers
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~ HCIFA Report 416
and
Progress Toward EPSDT Targets
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Attachment G

Summary of EPSDT Screens
for
Children in DCS Custody




[hie Mareh report consists of three charts, Table T retlects the number and percent of children that had
been in custody 20 or more davs who had an EPSD T sereen by the end of March, [ his report
represents e cumulative pereentaze of children i the Depariment of Children sServices custody
who have acurrens 1PSD T sereen. By the end ol Marchs the EPSD T exam completion rate for

children i custody was 7370 Regional complenion rates vaned front 6476 m Hoamihon Conne o

9045 1 the Northwest region

Fable 2 shows the number of children under age three who had been in custody 30 days or more
who had been given a dental sereening by the end of Mareh. he statewrde percentage of
children with dental exams was almost 71% Sixty percent of children i Hamilton County had
received dental sereens. This contrasts with kenox County where 8970 of children i custody had

the needed dental sereen,

Table 3 shows the number of children who entered state custody during March 2000, the number
of these with prior EPSDT sereens. the number needimg asereen, and the number and percentage
of screens completed within 30 davs of entermg care. ['he percentage of children with EPSDT
exams completed within the first 30 days of entering custody was over 25% Regions varied
widehv, with 3% of EPSDT exams reported in Shelby County. but 52% of children m knox

County receiving exams. Lhe low numbers I some regsons may he caused by data eniry delays.

Attachments




Table 1: Department of Children's Services Completion Rates
of EPSDT Screens by Region as of March 31, 2000 (Cumulative)

Number of
Children
with EPSDT
Screens
Completed % with EPSDT
Total Number within the Screens
Reqi of Children to Past 365 Completed within
egton be Screened Days the Past 365 Days

Davidson 830 616 74.22%
Fast Tennessee 988 801 81.07%
Hamilton 502 326 64.94%
Knox 557 493 88 51%
Mid Cumberland 1,312 943 71.88%
Northeast 705 567 80.43%
Northwest 288 261 90 .63%
Shelby 1,573 1,037 65.92%
South Central 591 441 74 62%
Southeast 595 471 79.16%
Southwest 725 565 77.93%
Upper Cumberland 507 395 77.91%
Department Totals 9,173 6,916 75.40%
Thursday, June 22,2000 Page 1 of 1

Data pulled from TN KIDS extract dated 6/15/00




Table 2: Department of Children's Services Completion Rates
of Dental Screens by Region as of March 31, 2000 (Cumulative)

Number of % with Dental
Children with Screens
Children Age Dental Screens Completed
3+ to be Completed with within the Past
Region Screened the Past 365 Days 365 Days
Davidson 741 507 68.42%
East Tennessee 909 675 74 26%
Hamilton 451 273 60.53%
Knox 495 441 89 09%
Mid Cumberiand 1,206 843 69 90%
Northeast 642 499 77 73%
Northwest 270 223 82 59%
Shelby 1,387 897 64 67%
South Central 547 351 64 17%
Southeast 535 392 73 27%
Southwest 663 464 69.98%
Upper Cumberland 458 327 71.40%
Department Totals 8,304 5,892 70.95%

Data pulled from TN KIDS extract dated

Thursday, June 22, 2000




Table 3: Department of Children's Services EPSDT Screens
Completed within 30 Days for Children Entering Custody
During March 2000 ’

Number of
Children with

Number of Total Number EPSDT

Children with of Children Screens % with
EPSDT Entering Completed EPSDT
Total Number Screens Custody within 30 Screens

of Children within the Needing Days of Completed

Entering Past 365 EPSDT Entering within 30

Region Custody Days Screens Custody Days
Davidson 50 6 44 5 11.36%
East Tennessece 78 10 68 22 32 35%
Hamilton 3 4 29 15 51.72%
Knox 21 2 19 10 52 63%
Mid Cumberland 60 7 53 11 20.75%
Northeast 50 5 45 11 24 449,
Northwest 20 14 22 9 40 91%
Shelby 39 0 39 2 513%
South Central 58 4 54 & 14 81%
Southeast 35 2 33 16 48 48%
Southwest 56 6 50 16 32.00%
Upper Cumberland 415 4 41 4 9 76%
Department Totals 551 54 4G7 129 25 96%

Data pulled from TN KIDS extract dated 6/15/00
Thursday. June 22, 2000
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Premicr and TBH Case
Management Report
January 2000
Barriers and Interventions




Premier and TBH Case Management Report
January 2000

 Follow Up Specialists continue to document facility compliance with discharge
planning and CMHA compliance with case management standards. The Analytical
Services Department continues to provide feedback to the CMHAs and inpatient
facilities of their compliance based on the Specialists’ documentation. All inpatient
facilities and CMHAs who do not meet compliance standards monthly will be
required to submit a plan of action.

» The Supervised Systems of Care audit tools used to monitor the CMHAs continue to
be revised to include increased oversight of Case Management programs.

« Measures have been added to the Treatment Record Review audit tool that focuses
on discharge planning/continuity of care for both CMHAs and inpatient/residential
providers.

« The BHO added to the facility report card the three following standards: 1)
Discharge Timeliness, 2) Discharge Summary complete and 3) Release of
Information signed

« The BHO has put follow-up specialists in the field to educate provider on the case
management process.

e Corrective action plans submitted by providers for deficiencies are reviewed by
Continuous Quality Improvement committee.

+ Routine treatment record reviews will be ongoing by Regional Care Managers to
ensure compliance with documentation standards. If standards are not met,
providers must submit corrective action plans that are reviewed and monitored by
the Professional Provider Review Committee.

« The BHO developed an information system to monitor compliance of facility
discharges.

e The BHO mailed a memorandum to all CMHA Case Management Supervisors
informing them of the Intensive Care Management program.

Ongoing collaborative efforts between the BHO, CMHAs, and Inpatient facilities will
continue to ensure quality consumer services and increase community tenure for our
members.
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BHO Case Management Report:
Percentage of Consumers
Who Accepted a Referral for
Case Management but
Had No EEncounter




Premier and TBH Case Management Report
January 2000

Barriers -

Inpatient and residential facilities continue to lack referrals to Community Mental
Health Agencies prior to or upon discharge.

Unsuccessful attempts by the Community Mental Health Center Agency
Management staff continues to exist but are decreasing each month.

Facilities are not receiving assigned case manager’s name and are not documenting
the appointment on the discharge summary.

For children and adolescents, there has been confusion by inpatient and residential
treatment center providers regarding the difference between intensive in-home
services and mental health case management.

Lack of communication by inpatient facility to Community Mental Health Agency
regarding the time of discharge

Interventions

The BHO is continuing the following interventions.

Increase provider education to all inpatient facilities and residential treatment centers
regarding which agencies provide case management services and how to access
the services.

Increase education for inpatient providers and residential treatment ceniar
regarding the importance of case management services through CMHAs as
opposed to intensive in-home services. One Follow Up Specialist has been
assigned works with children’s issues. This Follow Up Specialist continues to attend
meetings with CMHAs, In-Home Service providers, Mobile Crisis units, and Family
Preservation Network Child & Family Tennessee.

Follow Up Specialists will continue to contact facilities who do not make case
management referrals for consumers and who submit incomplete discharge
summaries.

Follow Up Specialists will attempt to link consuruers with case management who are
discharged from facilities with no case management referral by contacting the CMHA
immediately when the discharge summary is received and it is discovered that no
referral was offered.

Follow Up Specialists will continue to be the liaison between inpatient facilities and
CMHAs and encourage all providers to contact their assigned Specialists when
problems persist and intervention is needed for case management referrals.

Follow Up Specialists will continue to educate CMHAs regarding unsuccessful
attempts. An unsuccessful attempt has been defined as one attempt at a face to
face encounter with the consumer in the community as well as one attempted Mo
up phone call to the consumer.
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UNDER-21 Subset of TBH Case Management Report on percentage for indicator 1 and
Indicator 2
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May 11,2000




IN THE UNITED STATES DISTRICT COURT
COICTHE MIDDLE DISTRICT OF TENNESSEL -
AT NASHVILLL FILED

VLo DISTRICT CounT

PATLDDT L5 STRICT O TENK
<

MAY 1§ 2000 s,

JOHUN B, CARRIE G, JOSHUA M, MEAGAIN A,
and ERICA A Ly their next friend, LA
DUSTIN P. by his next friead, Linda €
BAYLIS. by her next friend, C. W

JAMES 1. by his next friend, Susan 1.

EISH: H. by her next friend, Stacy Miller
JULIAN C. by his next friend, Shawn C.;
TROY D. by his next friend, T. W,

RAY M. by his next foend, P. 1D

ROSCOE W. by his next friead, K. B

JACOB R. by his next friend, Fim R

JUSTIN S by his next friend, Diane P

ESTEL W. by his next friend, .1
individually and on behal(of all others sintlarty

oy

DEPUTY CLERK

sttuated,
Plantiffs,

No. 3-98-0108
Judpe Nixon

V.

NANCY MENF I, Commuissionet

Tennessee Department of Healthy

THERESA CLARYE, Assistant Commissionc
Buteau of TennCare; and

GUEORGE HATTAWAY, Comnussionet
Tennessee Department of Children’s Sewviees
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Defendants.

PARTIES PROPOSED REMEDIAL PLAN FOR CHILDREN IN STATE CUSTODY

Pursuant to 4§ 88-92 of the Consent Decree for Medicaid-Based LEarly and Penodic

Screening, Diagnosis and Treatment Services catered on March 11, 1998 ' the parties have,

‘After fatling (o reach agreenment with the plamti(ls on a mutually acceptable plan, the

defendants initially filed a proposcd planon December UL, 1998, as required by the Consent



TENNESSER JUSTICE (:,I{T\I'i‘f",l‘l 7 P
/ /‘ p ,/'/,/ , ///7/ ’/ //’{/ S
/\ s

Vi

by 7] (ol // / / /, /1 s S ///;:v//é
Gordon Dot myu Ui, l I Pi‘ H2410

Michele Jolinson, TN BPR #167560

Russell J. Overby, TN BRI 2520

916 Stahlman Building

211 Union Street

Nashville, Tennessee 37201

Phone: (015) 255-0331

Counsel for the Plamntiffs




TABLE O CONTENTS FOR REMEDIAL PLAIN

EXECUTIVE SUMMARY .. L *
FLOW CHART FOR SERVICES . N
I PR INCIRLES e |
I1. DEEINT IO S e e e e e )
1. ESSENTIAL COMPONENTS OF HEALTH CARE SYSTEM
A CENTERS OFEXCENLENCE © o003
B BEST PRACTICE NETWORK oo 5
[0 CalCPOries v et .5
2. Responsibility of Adequate Network oo 5
3 Adequate Capacily <ot
4 Failure (o Maintain Adequate Capacity i Network and
ROCIULIICAL + « o o e e e e e e e e e e 5
5 Safely el oo 6
0. Yehavioral Ne(work oo O
7 Role of the Primary Care Provider m Best Practice Network o000 6
8. Incentives for Rectuftment oo oo o 7
9. Role of Behavioral Health Providers oo oo 7
10, Role of Primary Treatment Cenfers oo e &
11 Role of Other Providers . o000 o0 10
¢ MANAGED CARY AND BEHAVIORATLY AL TH ORGANIZATIONS -0 10
D TENNCARE BURBEAU 11
o DIEPARTMENT OF CHILDREN'S SRV S {3
o CASE MANAGEMENT
I Department of Cluldren’s Services oL 13
9 The Role of DOS 1 Cane Manapenient oo 13
3 Primary Care Providens oo 4
4 Centers of Ixcellence oo o 15
5. Department of Health oo 15
6. Summary of Roles in Coordimation OFSCIVICES © oo e 16
V. TRACKING e e e 17
V. STEERING AND MONITORING COMPONENTS
A Stecring Panel 17
I3 Executive Oversipht o000 P 1o
VI SAFETY NET ISSULRS
A BEPSDT SCOCCUINES - o oo e R
B3 Best Practice Network e 19
¢ Prmary Treatment Centers oo 19
D, Implementation Team oo 19
VIL ASSURANCE OF TIMELINESS OF ASSESSMENT oo .20
VT CHILDREN DEFINED BY STATUTE AS AT IMMINENT RISEK O

ENTERING CUSTODY




B Therapentic Seivices o000 o000 21
€ Residental or Pnimary Treatmen: Center Services oo 0 RS
DN PROCESS FOR RESOLVING SYSTEMICISSULS WITH THIS PLAN .24

X RESERVATION OF RIGHTS .00 oo L
X1 TIMELINES FORIMPLEMENTATION o000 o CoL 258

e
-




EXECUTIVE SUMMARY O REMEDIAL PLAN
The opanization of this plan places tie Executive Oversight Commuttee (state and plaintif
representatives) as the proup with the ultimate respousibility of overseeiny, the propress of the
plan and making recommendations to the court. However, the Steering Panel (providers, ‘
advocates, state and plaintiff representatives, managed care eutities, Cenlers of Excellened) are
the proup with the expertise to provide tapuf from many different perspectives for the direction
of this plan. The Panel will oversee a needs assessment, direct the development of a data system,
monitor propress and make recommendations to the Executive Oversight Commiittee {or
development of a system that will meet the health needs of these chuldrea. The Implementation
Team (administrator, pediatiician, and child psychiatrist) will provide not only staffing, for the
above two proups, but will be involved in negotiating the contracts, providing options for best
practice guidelines, and oversecing operational details that must be established between the
partners/stakeholders to carry out (his plan. They also have a role with those chitldren at risk of
coming info custody by determining, if services deated by a BHO are to be implemiented while
awaiting he results of ancappeal.

The Centers of xcellence (COI3) are acader nte medical centers. They have always been safety
net providers and will continue (0 be used 1 (his manner while services are bewng, developed
communitics across the state. The difference in this plan s that the COE will have the final
detemunation of whether children i custody receive services and an established mechanism that
will allow them (o pet patd for all services per formed. This reunbursement will be from
managed care catity or the state depending upon the result of the appeal process. Smee
Behavior! Health Services are the eniphasis of this plan, contracts with the COL will provide
funds (o enhinnee their capactty in thus area as well as suppott mfrastiucture staffing. However, 1f
i not (e tntent o ely on the COL for all services, but to develop as many services a5 feasible
close to where children ve. The COL can help taim providers willing o care {or these chitdien

and ofter backup and consultations (o health providers i the communtty.

The Dest Practice Network 15 a group of providers willing, o take on the added responstbilities of
children in custody. The Primary Care Providers (PCP) will receive additional reumbursement
(or initial EPSDT exams and case management (which 1s paid direcly to TennCare). Behaviowal
health providers will also tecetve an cohancement amount for a behaviorat healdh screeatny,
(which is more of a structured interview and 15 10t (o be confused with psychological testing).

The Best Practice Hetwork pediatacians oc famidy practice pliysicians carng, for these chitldren,
apree (o attend training, to coordinate all (he health information, to work with the Department ol
Children’s Services (DCS), the fanuly, any comniunity agencies, e(e.... for the beaneflitot the
child DS has (he ultimate responsibility for the custody of the children but the job of the PCP
(s health case manapement. Behaviocal health providers will also be offered {ree tratning. All
providers will be expected to follow Best Practice Guidelines once such purdelines are adopted

by the Steening Panel

{t




When a cluld comes into custody, the EPSDT examys are arranged as rapidly as passib]e becayse

recenves. H (hege are
not problemes ot only problems which can be handled Uy (he focal prioiany care,

the problems decovered on these exanmes will puide what seiviees (he ehikd

behavioml cgge
and dental providers, then no referals will Le necessary. Ha child has asevere prot

lent ithat
tocal providers are unable o diagnose or teat, then a refemal will be made o a specialist i Uy
sestPractice Networkoin the area. 1 a spectalisCwith appropriate tranning and expericnce js o
avatlable, only thea will tie child be referred o the COE When providers involved with ps1yT
exams or specialists i the area order @ seeviee that 15 denied by a MCO/BLO), they can contact
the COL for a determinaton of whether the service can be initiated cvern while an appeal
pending.

Children at Tmminent Risk or Sertous Risk of state custady can be offered: (1) evaluations a
Prmary Treatment Ceaters under contract with DCS 1f a 1esidential setting 1 necessary; or (2)
DES case manapement and family preservation services while behavioral healtl SCIVICES are

bemp anmanped . When the MCO/BHO denies services {elt to be necessary, the Implenientation

Team can approve the mitation of the services before anappeal is decided.




CHART COR REMENTAL PLAN COR CHILDILL T CUSTODY

EXECUTIVE OVERSTGHT COMM (TTEE, (tate and plamadls (e, facduator, one COE rep)
Fuacting: Moaitoc ovecall peopgress of plaa aad male cecomncadaioas to cout

CHILDIER'S SPECIAL HEALTHREEDS STEERING PANEL
(COEs, providers, managed care, Sate and plaaleeps, advocaten)
Function Diect ceeds assessment and developaent ofa daty systea
Appcove Best Practice Guideliaes
tMoaitor adequacy of system and (ecoauucnd process {ocdowg dhus
tAale cecommendations o Executive Oversipht Comaitiee foc taproveneat/cluay e,

IMPLEMENTATION TEAM (Adwiaistaato, padiatrictan, cliild psychiatist)
Function: Saft die Erecutive Oversipht Cometitee and Paasl
Pull topether tnfoauation foc needs assessment, data systeay, best practice puatdeliaes.
esolution of paymeat issues tor TeanCace covered seq vites foc cliddicn atib of custody.*

SERVICES:

ENTERS OF EXCELLENCE (9)

Peovide cace and consultations

Assint ta coocdinating appotataicats

fesolution of payment tssues for TenndCace covered
servees

Provide some traung o health protesswaals

Serve on Paaeld

A
{
TUOEST PRACTICE NETWORK (IN COMMUNITTES)

SPECIALISTS TN ARTA

A
{
CPSDUEXAMS PRIMARY CARE BEHAVIORAL PROVIDER - - -DENTATL
K CARE Coocdmate health serviaes

tMawtam all keatdocecocds
Wodk with DCS/aaady
Wodk with COC @ providag,

cace (o cuddeen

PRIMARY TREATMUNT CENTERS
Diagnasis & Tecatment a resideatial settiagp, {o
childien (o custody & af tuauaent & Secious Risk

T O ARTMENT OF CHILDREN'S SERVIC

taintans Ginal u:t,(w)(v;ibili(y (o childdcen ta custody & cace plan
Arraages CPSDT exams whea caters custody

Case maaapement (Custody ctuldeen and those transtoang,)

* Lesolutioa of payacal saucs (a0 TennCace covered servieas - When BHOMCOY o

vavider i (leat Cractice Netwad ac COL the COC Las the agthocty 0 ceview e case wad doetcnnuae

{ . ot

wlicthicr services caa be witiated wlude aa appeal s heag, (ded Ay SCoveCes calod vt oy oo e 0L
01 5 ) - ;

Ly (L ccapoashle maaapaed Care orpanzAton ot the state depoadaag, apoa e outcnma of sivg wproal 1 f..

Laplencatstioa Toam ansuass Ui cole {ac chiddica 3t Tavaiacat ot Seroas aslal cavtady



REMEDIAL PLAN FOR CHILDRENIN STATE CUSTODY

] PRINCIPLINS

A Children mstate custody often have a greater incidence of physical, behavioral o0

developmental problems. This 15 a plan which bepins the development of a o

that provides the services needed for these children and offers a process for muaking

changes and improvements. This plan and process are puided by the followiny .

principles: A

I Complete EPSDT screening exams are needed on entrance o custody (o
allow for appropriate planning of any care that might be needed.

a.  Screenings done by the primary care provider encompass physical and
developmental components using tools approved by EPSDT advisory
commiftee. Since a behavioral hiealth provider will also be screening
children tn custody (except for infants, which for the purposes of this
plan will be defined as birth to the second birthday,) the primary care
provider will do only behavioral health screening, that ts important for
his/her own case marapenment needs.

b Dental screenings wiil be arranged with dentists.

C A more m-depth behavioral health screenmg should be done by a
behavioral health provider unless the child 15 an infant and no useful
tnformation can bepamed froni’such a screening.~-A more
comprehensive screening ool will be developed by the CSHN Steerning,
Panel

2. Appropuiate care should be provided as close to the place of residence as
possible and butld upon the paticot’s and family’s strenpths and needs.

3. Specialty and dental care shiould be avatlable to meet all needs of these
chuldren

4. Service coordination or case management 15 a critical component for any health
system of children 1n custody or at imnmunent risk of entering custody - both
while the child 15 n custody and during the phase of transttioning, out of
custody.

5. A health system for clildren i custody should be designed to allow for
evaluation of the system as well as health outcomes of the children 1t serves.
0. The flow of health information within the system must allow for providers,

DCS, and MCOs/BHOs to appropriately manage the cace of children.

7. The system must include a sufiicient array of services (o assure that g child’s
needs are met on an individualized basis butlding upon the child’s and famuily’s
strenpths and, (o the degree possible, furthers the poals of the permanency plan.

5. As the system is developed, Best Practice Network Providers will be created
and Best Practice Guidelines will be established and followed.

9 Since behavioral health issues are prevaleat in tus proup of <i..

cmphasis should be placed on thus component of care.




1O Centers of Fxeellence for ehildren’s services should have a tar preater
appreciation for (e population’s health needs based on diefr medical cxpepg oo
and role i tie medical comnumity at buge. ‘

P Thenput of carcpuverss 15 needed o destgn a syvatenn tor chaldren m cnsiody

17 Unmet needs of I(:xm(,:m‘ chipgible chuldicn for hiealii/behiavioral heald “
cervices should notinfluence lepal custody status.

12 AN pattics laving a role i the provision of healt/behavioral healith cervices
will actas an mtcwr;l(«f«i, coliaboratve team collectvely serving m (e best
interest of the child, mcludimg but not ium ed o the Best 1;1‘,‘IIC<_‘, MNetwork:
providers, COL f\ Qs BHOS and DO

The TeanCare Burcau, Deparunent of (,,ihildrcn’:; Scivices, tertiary pediauie centers

private physicians and mental health providers, and the Departments of Health and

Mental Health propose a collaboration to develop, mmplement and maintain a system

which will meet all the challeages and live up to the punciples stated. Ttis the

nh;culsw of this plan o have a comprehensive system of physical, behavioral and
(al health services avarlable o meet the needs of custody chiuldien by the end ot

\'<*:1: 2

I DEFINITIONS

A

“Ceongers of [xcellenee” (COL) are tertiary care centers that possess, or are i a
position to quicklysdevelap, expertise in pediatiies, chrld behavioral health ssues
(including appression, depression, attachment disorders and sexualized beliavions)
and the unique health care needs of chuldren wecustody. (The five ertary pediatne
sttes, which currently are te Uy care centers 1o pe diatiies and will be constdered to
pedorm functions of the COE are i Johnson City, Knox ville, Chattanooga,
Nashville, and Meruplus. This does not preclude othier sites l)a:m;x desrpnated o a
deternnned o be maportant o (lnf system of care.)
The tern “Best Practice Necweork” (BPN) refers (o a proup of providers (prunary
care, behavioral health, and dental) who have the mterest, comnutment, and
competence to provide appropriate cace for children in custody, tn accordance with
the terms of this Remedial Plan and statewide Best Practice Guidelines and have
apreed o be 1t MCO or BHO network.
The term “Claldrenc wide Special Healtle Needs Steering Parel” (CSHN Steenny,
Pancl) refers to an entity compuised of those members identified o this Remedial
Plan whose responstbility will be o advise concerning, the developmieat ol a health
service system for children o state (:u:;lody_

1A

The “Ivecutive Oversipld Conndttee’ 15 composed of tepresentatives from
TennCare, Depattment of Children’s Services, plamtls attormeys, defendant’s

attorneys, a representative from the Centers of Excellence, and an agreed-upon

)

consultant 10wl have primary overstght tor the unplcn1<:nlalmn ol this plan.
“Medically necessary” (defimuon in MCO and BHO contiact, as read consitend

with the John B3 Consent Decree )




[

G

Screendngs - the imtial examinations (physical, behavioral, and dcvclupmcnizil) o

determime if there are problems, or suspected problems. -
Assessucents - used i this document to mean an examination of a niore dinonosie
nature alter a sereening exanunation detects a real/suspected problem

The term “atinndnent risk of entering custody” shall mean those childres who ape
at risk of entering state custody as identified by a court pursuant o Tide 37 Ten
Code Ann.

As used in this plan, “covered services™ refer to TennCare covered medical and

behavioral health services. The teom “covered services” does notinclude services

that:

I Are subject to an exclusion that has been reviewed and approved by the
Federal Health Care Financing Administration and incorporated into a properly
promulgated state regulation: OR

2. Under Title XIX of the Social Secunty Act, are never {ederally reimbursable in

any Medicaid program

FSSENTIAL COMPONENTS O HISALTH CARE SYSTEM

A

Centers of Excellence

I Centers of Excellence are pediatric tertiary care sites presently functioning in
Tennessee. These pediatrie tertiary care sites will serve as Centers of
Excellence (COL) for this healtirsystemyThese sites already provide referral
services for children and youth because of the expertise they have for physical
and developmental health problems of this age group. During the first year of
operation the centers will function in thetr usual capacity (o provide tertiary
care and consultations {or the children with the most severe problems assisted
with funds to help them build their behavioral health capacity and provide the
coacdination of appointments. During this first year of operation they will
appoint a representative o serve on the CSHN Steerng, Panel winelvwall
explore additional functions or activities that might best be performed by the
COFE. Should the CSHN Steering Panel recommend additional activities for
the COL, and these are approved by the Executive Oversight Comumitice (see
Steering and Monitoring), or should the Exccutive Oversight Committee
recommend additional activities for the COE, then negotiations will occur with
the centers for these to be done. While the state aprees to contract with the
COE for at least three years, any new requests {or services from the COL will
require additional nepotiations with the centers and only be inttiated if the COlL:
(5 1t apreement.

2. Role of Centers of Excellence - The COE will play different roles tn the care of

' custody children. Forone group with severe problems, they will provide all, o
the majority of, on-poing care when local providers request this; for another

proup they may provide diapnostic services only, or, continue -

occasional consults to the providers managing these childeen '




cemaininy children mn custody may have no direct contact with the COY

may henefit from the traming offered 1o providers as well 4 the henefie

s but

vy

derived from representatves seiviny on the CSHN Steenngy Panel

The

«

CO vl
Pecommend statewide Best Practice Guidelnes o CSHIN Stee riny Panel
(the COL are not expected o develop these puidelnes, but the
representatives on the € SHIN Steeany Panel will be ag }ui L0 Teview
existing examples and approve the Hc:;( Practice Guidelines o be used in
this system. These will be reviewed and revised peciodically as needed )
Provide training and m-service o Best Practice Network (BPN) and DS
pz'ovi(im s and stafl. The COL can work as a proup (o provide training on

statewide basis to avoid duplication of effort. A
l’mvnd(: specialized tertiary care services tncluding muludisciplinary
evaluations; develop specialized health treatment plans; provide tertiary
care coordination of the health services ordered; and provide onpoiny, _
spectalized health care to children when that level of care 15 indicated.
Representatives on the CSHN Steeriny, Panel will participate in directing
a system needs assessment conducted by the CSHN Steering, Panel :
inclusive of educational needs of participating and non-participating
providers, apenc ies providing services for cliuldrea thh special needs,
availability of a continuum of sci vices for children 1n custody, and ot 11( I
components an determined by the COL or the CSHN Steenay, Pancl
Provide a representat ve to assist DS m developing protocols for direct
refertal o the COL rather than a DCS Diagnostic and Fvaluation Center
(which will transition to become the Primary Treatment Centers), for
certun exceptional cases
Coordmate appointments for referials and telephone consultations for
spectalized care for custody children, mcluding, nothication of the BHO)
and MO
Provide follow-up contacts with carepivers, providers, and DCS (o assure
compliance with care plans of children seen at the COlL
Provide consultations to BPN and DCS providers on spectal needs
children (health and behavioral health).

Assist in the recruttment of BPN providers,

Actas safety net providers for hiealth and behavioral health needs of
children i custody; assess the system to recomume nd strategies to
strenpthen the local health care system (o decreanse the need for the safety
net function. ’
Participate (through the representative on the CSHN Steening, Panel) in
developing a quality assurance process for the system.

Provide faculty members to evaluate cases where services are ordered by

It

RPN provider (including the COL) but are dented by R s a
COL stal{ will recommend whether covered services ar




necessary. (See §HID )4 )
n Dietermine when spectalist can serve as PO on spectel cases where iy,
15 deemed nthe chuld s bestmterest and e specialist s willine o
accept this toles Han MOO alresdy has o micchansm establis)ed
allowing a DOS case aanaeer (O detenmime e, the COL docn o frave

(o be contacted,

I3 Best Practice Networks
I There will be two catepornes m the BPIN:
A The primary care providers (PCP) who noConly adminisier basie health

care, but also coordinate all physical and behinvioral health care of cach
child assigned to them. They mamtam all health records on each child
they serve, whether the care was provided by the COlL another specialist
in the BPN, or a behavioral health provider.

b. Specialty health, behavioral health and dental providers who will be
recruited tor the Best Practice Network to have easy access o services,
but will not have the case management responsibility of the PCP.

? The responsibility to mamtin an adequate network of providers remains with
the MCO/BHO. However, ttis recopmzed that chuldren m custody often have
a preater need for behiavioral health services than the peneral population and
requite types of services not utthized frequently enough to be found 1 all
communiies . . -

3 Adequate Capacity. The MO MIHO must mamtain a provider network with
adequate capacuty o deliver covered services which meet the special needs of
children tin state custody. Indicntors of an adequate network for these ehildren
include:

a The MCODHO meets the pidehnes establinhed byt contiast wath
TennCare for a provider network

b The MCOBHO Lins enouyh providers to consistently mieet the time lines,
of this plan for FPSD T screenmyps;

C The MCO/MBTO has sufhicient providers to be able to consistently defiver
services ordered by a provider in1ts own network, a Best Practice
Network provider or a COE within the tme frame requested; and

d The MCOMBHO has within its network specialized health providers with
sufficient expertise (o deliver the covered services recopnized i Best
Practice Guidelhnes as bemy proven eflective and needed by childeen m
custody.

e TennCare will include language conststentwith the above crtefia m the
next contract with managed care cnties,

4 Fatlure (o Maintain Adequate Capacity i Network and Recrurtment of Best
Peactice Network Providers. The state o1 the COERs will reciunt for the Best

Practice Network providers who have appropuate credentads,

foltow BPN puidelines and are willing o partcgpate m MO0




'Hl(‘ MOCODHO muost contract with alt BPN providers unless 1 Can
Lnonstate to the tmplementation Tean tha 1 extsting, network 1 adequae

[ an Mt OO can demonstrate o the siasfaction of the Tiap 1<f111<‘1‘.1;11i\'m

Team that e network p:nlmlly satishies e adequacy requirenients hised above
(oo a pactealar peographine arca ol medieal specialty), but nog (mi,_ux,l\ry oo
Implementation Team, s discretion, can excuse the MCO/BHO o
contracting with BPN providers i those areas m which the MO
network s adequate. Consistent with the repulatory framework established by
this plan, decrstons made by the Ipleaentation Team pursuant to ths part arc
ultimately subject to review by the Paxccutive Oversipht Comnuttee.

Safety Net. While the primiary care BI'N 15 betnp developed, DCS will
continue o use the MCO/BHO providers who now seqve thewr ehnldien. As tu
network 15 developed, DCS wall arrange for screenings and care (o be provided
by BPN primary care providers. The 95 county health departiments will serve
as a safety net for EPSDT sereentngs during the fust ycear when these cannot be
abtamed through provate ¢ providers, eithier mside o outside of the BPIN. The
local health departments will be considered for PCP m BPIN during, the first
year when other providers cannot be obtaned and 1 the arcas where pomary
care 15 avatlable.

O Pehaviora! Network . An adequate number of behavioral health professionals
with appropriafe expertise for custody childien will be contracted by the BHO
(o providerdthe bohaworal hes Hh screemnyps and assessment, as well as the
medically necessary care that will be needed. Towill be the rule rattien than the
exception, to sereen all children cominy into custody by behnvioral healdh
providers i the Best Practee Network . Only infants will be excluded from
seeny l)u]l:x\'im:il hw:x th provider. A «;1111( that 15 alicady demonstiating,

St of symptoms of a belavioral health problent may be referred directly for
3 behovional health assessment/care by the POP without kg, the e o geta
behavioral sereenmy. Belimvioral ansessments will be conducted as decmed
clinieally appropuate by the behiavioral health professionals domy, the

sereenings.

) Role of the Prmary Care Provider m Best Practice Network:
4 Provide FPSDT screenings and make referrals tot behaviotal screening;
b Provide notonly the baste health care, butalso cate coordination of all
the health care services (physieal and behavioral) of cach chuld aspned
(o them
c Pefer (o local phiyseeal and behavioral health profession: il i Best

Practice Network for spectalty care; refer to the COL for spectalty care

when indicated: coordmate referrals with MCO/BHO.
d equest telephone consultations from the COL
Connmnnieate with caregivers on plan ol care,

Moo Gun all health wformation on cluldien ;!f;:)l;*m:«!

of who pmvulcd the care (the COL ocal specu st

G

9




provides); report to Health Uit of DCS any tme healdh Informaiion on a
uld e notforwarded o 2 umely manner (o allow tof appropriat
evaluston and care (This will be done within the confine: of (e federa]
confrdentiality laws - A protocolvall be developed far the sharmyg fieal()
mlommation among the providers of s systemy) Fooward niedyen] filee:
to the newly assipned PP when a chnld 15 bemyp, tansterred (o q new
peoptaphical area; share health information with DOS and f(osie parent,
g Forward pertimentm{ormation to providers sceinp children on referls.
h Utthize (and document) Best Practice Guidelines tor care when
developed and adopted by CSHN Steering Panel and oy ecutive
Overstght Commuttee and document rationale for variation from Best
Practice Guidelines.

[ Review information provided by state or the COIL on caring, for children
in custody.

] Participate i the evaluation of system and outcomes with the COL,
MCO:s, BHOs, and the CSHN Steenng Panel.

: Patticipate in TennClare MCOs and BHOS seiving their aren

I Participate i tramniny, provided by the COE for health professionals

serving these children, mcludmyg but not limited (o, liealth tssues of
children n custody and Best Practice Guidelines tor phiysical and
bhehavioral health

m fror children with ongpoiny care needs (who are not recenving direct eare
from the COLoand therefore will not have a health teatment plan
developed by the COL), develop a health treatment plan and meorporate

all the treatment needs of the cluld

5 Inceatives for recrutment aof the POP m the BPN will be:
A A higher remmbursement rate lor mtal EPSTT exan;
b A monthly case manapement fee m addiion to what the MO 1 paying,
the provider tor theu services;
C Trammyg and v serviee provided by the COToand
d More efficient method for obtamnnyg, services from other providers {or
childeen. (See § HI(12)(4).)
9 Role of the Behavioral Health Providers tn Best Practice Network .
a Provide mttial screearmyp when efemed by PCP; provide behavioral
assessments when elueally indicated.
b Provide behavioral health care when cliuldren are refernred.
¢ Forward mformation from screciings, assessments, or care (o PCP in
BPN; forward mnformation o the COLE when requested: comnninicate

wformation to BHO) a5 cequested o coordimate care. (1t wall be
deternuned tater whether (0is logistically better for the beliavioral healih
provider to sead results of exams and teatiment (o DCS o fet the PCP do

this, but 1t s understood that the behavioral health provider wail

communicate directly wath DCS and the PCP as idiear
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and well bemg of the child))

Offer input on Best Practice Guidelmes -

Utilize Rest Practce Guidelmes when estblished and adopted v 6.
syastem; document wlien a vartation from tie Best Practiee « iuz}‘w;inht:‘
indreated

Assist TennCare and BHO 1 evaluating the system and care,
Participate in TennCare and BHO a5 contracted provider.

Peview information recerved from state and the COTs on how o best
provide care for chiléren o custody.

Participate in training, provided by the COls mcludmy but not hmited (o
behavioral health problems of children in custody and Behavioral Best
Practice Guidelines.

Coordinate care with BHOs in the form eligibility checks, and concurrent
review/development of teatment plans when idicated.

Participate in development and implementation of health treatment plans

{or childien they serve,

Pole of Primary Treatments Centers (P1C).

a

Transition DCS 1s responsible for transttonimyg, the Diagnostic and
Pvaluation Centers to Primary Treatment Centers (PTC) over the next
year. (1tis understood that the D & 1 Centers at this ttme do not have
the capability that this plan requires but that DCS will be working with
then (o develop thiscapability.) TennCare will require thie BHO (o
contract with these providers and DCS will require that P1Cs contract
with the BHO. Children referred to PTCs are children who have just
come into custody, children already in state custody, children who have
heen released from state custody and have been recommutted, and
childien who are at imminent risk of entering custody. (See CHULDRTEN
DEFINED BY STATUTE AS AT IMMINENT RISE OF COMING
INTO CUSTODY).

Children Served:

(1) The children at these centers will be served according, to therr
individual service needs. Children may be dependent/neglected,
adjudicated on non-felony delinquent charpes, unruly, or abused;
Children may display chronie runaway behavior, manipulative
hehaviors, have difficulty maintaining self-control, display poor
self esteent, be habitually tuant from school, have difficulty
accepting authority; Chiddren may have Level T or Level 11
substance abuse needs; Children may have been adjudicated on
felony delinquent charpes but not pose a sipnificant commuinily
safety risk, indicating the need (or detention or Youth
Development Center serviees.

(7)) PTCs wall serve children vrhio have been tound 16 S

are alleped (o be delinquent based upon a felony .




C

consttuling a crnie against a person or persons; youth wlo have
prior commitinent o the Department of Children’s Services e a
result of havine comniuttied a felony offense ()r‘l)fik:,n:nz:\; wehied
constitule @ Crime apalnst a person o1 peisons, youth v are {ound
(o bedehinquentorare alleped (o be delmquent based upon a
felony druy oftease; youth who have prior commiutments (o te
Department of Children’s Services as a result of having commiited
afelony druy, otfense and youtl who have a history of prior
convictions for felony offenses, 1Cappropriate for the serviee and
nota community safety tisk, providing total separation in all
housing and programming, between these children and children

who are notadjudicated delinquent due o felony oftenses apainst
person or felony drug offenses i their present or prios ‘
commitments. Issues related to safety of non-custodial children at
PTCs will be monttored by a consultant (o be mutually apreed

upon by both partics.

Assessments. The PTC will have psychological as well as poyvehiatiie

services avatlable for the assessment and treatment of children in theiy

care. As part of the PPTC they can consult and refer (o the CQOJ- They
will also be able to provide mitial and onpoing treatment to ‘
children/youth while conducting assessments and/or psychologeal
cvaluations o tdentfy teatmentand/or placement needs. Assessnients
will be completed as quickly as possible but must be completed within

21 days for these chuldren st mmnunent risk of eaterng, custody.

Sceovices. PTCs are currently bemy developed and wre expected (o bepin

providing, seivices on July 1, 2000, The followinyg seivices aie

considered to be withi the scope of services of the PTCs at dus ame,
bhut may be subject to chianye as the tplementauon of tus model
proceeds with approval of the CSHN Steening Panel and the Exceeutive

Oversipht Commuttec:

(1) Respite care services linnted o 48 hours o allow a cooling-ofl
peaod between famdy members duning, the penod of homie based
observation, treatment and assessment services.

(7)  Foster family based observation, assessment and treatment for
chiddren and youth who exhubrt behiavioral, emotional or social
problems that preventin-home assessment or who do not hiave
fanmuly members (o provide appropriate in-home care due to the
nature of the petition for removal. '

(3)  Observation, assessment and treatment ta proup setling, {or
children who cannot remain at home and who are inappropriate o
distupt fromy a foster family placement during, the evaluation

SCEVICE

Factlity requuements reparding safety for these clhuldien e bt




(1) 24 hours awale stall

2y Lerano duniny awake hours of dicect care staly 1o oluld,

L
(31 Atmehtone owabe staft for cachrerphic chfdren annd y oty o e
< . AR HER Pl
i Fraciiily requrenenits for seaure conters 1oy clitldeen sl rennine e

aleabiol and drue ssnes and belunvioral/mentad healith necds (o P e

level of supervision/statimy: ‘

(1) 24 hour awalie stafl

(2)  Porato dunny awele hours of duccteare staft o childier

(3)  Atnipht at leastone awake staff for cach 5 cliddren and youl,
cnrolled

§ Frermbursement will be covered maccordance wath £ 11D )(4).
L1 Role of Other Providers l est Practice Network.
a Dental providers will do screenmgs and provide care o children in

custody; share healdvmformaton with PCP; parteipate i Tean age
MCOs i the area.

b Medical specralists will provide assessments and care when referred b y
PCP: share health mtormation with PCP; participate i Tennare MOO)s
in the arear folfow Best Practice Guidelines when <i<*\'<f1<)p<rd; pattcipate
1 evalnation of systeny and care of clutdren.

- Managed Cace and Behiavioral H«A](h Orpanizations
! Siee TennCare MOOs and BHOS are entical (o thesuceess of thi remedial
plan for children custody, there will be one representative from the MO
and one from the BHOs mncluded on the CSHN Steenng, Panel
7 Pole of MCOs and BHOS.
a Participate on CSHN Stecany, Panel throuph one MOO representative
and one BHO tepresentatve wlm have approprrate expetise i pediatne

heatth and behavioral health issues,

b ecruit and contract with adequate number of providers for Best Pracuce
Netwaork

C Develop procedures for assigning, chddeen i custody to BPN PCUs.

d [n accordance with § HI(B3)(3), assure that networks are adequate and

meet the TennCare contract standards of access and avadabrhity; work
collaboratively with the CSHN Stecning, Pancl and the COLL to recruit
providers where nvulc«i

¢ Asstst i developing Best Practice Guidelmes
Contnue to manage and be respousible for dli aspeats of the TennCare
program (for MCOs} and TeanCare Partners propgram (for 3H@s) as
spectiied mocontracts with TennCa

o Contract with the Pomary Treatmeant Centers

I Share with the COE utihzation purdehnes used Ly cach manaped cace

enniv o nuprove understanding and cooperation between the COL and

MOOBTIO The deftmtion of “medical necessuy™ vy the oo




contracts will be the standard of what 1s needed by childien, howeve
and notutihization puidelines -
h TeunCare Burcan Responsibibicies
l Provide direct remmbursemient for it LPSDT sorcenmas (nedical, deniy

and behaviorat)

2. Provide a per member/per month case management fec o PO s 1 BPMN {or
custody children.

3. Develop amechansm for tmely payments 1o service providers {or the process
covered below when the expedited appeal s determimed in {avor of the
MCO/MDHO

A Resolution of Payment Issues for TennCare Covered Services.

a If, for a child 1t s treating or diagnosiag, the COILL orders a TennCare

covered service which s felt to be medically necessary, then:

(1) The BHO/MCO 15 contacted by the COL provider (when prior
authorization required) and the covered service 1s denied:
2y Hithe COL s convineed that the covered service requested and

denied 15 a medically necessary TennCare seivice, then it can bepin
the service or artange for a provider i the MCO or BHO network
to bepin the service; the provider to be utilized will be discussed
with the MCO/BHO (o assure that they are stll a participant and
cood standing with the managed care entity.

(3)  The state will establish the process whereby, the provider chosen in
C above, (when not the COLE) will recerve witten authonzation (o
provide the service (o assure rennbursement.

(4)  The COmmuates an expedited appeal {or (he service 1f e seivice
15 (0 he provided by the COLL

(5) 1 the appeal 1s dearded agamst the manaped care cauty, the
BHO/MCO will pay for the service I the appeal 15 decided for the
manaped care entity, TeanCare will pay the provider for the
serviee

b. I{a BPN provider requests a service that requiures prior authonzation and
the service 1s dented by the MCO/BHO, thea:

(1) The BPN provider contacts the COL and reviews the case with a
faculty member for medical necessity,

(2)  1the COILE concurs with the MCO/BHO that the service 15 not
medically necessary or not covered, the COLE will work with the
BPN provider to determune an alternative, but appropriate service
to arder.

(3 Hthe COLL concurs with the BPN provider that the ordered service

15 covered and medically necessary, then the CO will contact the
MCO/BHO (or approval;
(4} 1 the MCO/BHO dentes the service, the COL can be




